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I’ THIS ISSUE 


ER: Margaret was the first O’Calla- 
sister to enter nurses training, but 
enthusiasm was so infectious that 
n three years her younger sisters 
n, Josephine, and Frances were also 
ing to be nurses. In “Four Sisters 
irsing”’ (page 10) Josephine tells of 
experiences as students and their 
s for their futures in nursing. 


Dr. Morris Greenberg, director of the Bureau of Preventable Diseases, 
New York City Department of Health, discusses (page 7) a topic which 
omes up in almost every conversation these days—‘‘The Asian Influ- 
enza.” In his article, Dr. Greenberg traces the history of the disease and 
ompares it with the 1918-19 pandemic. He describes the influenza virus 
ind outlines methods for diagnosing, treating, and controlling the dis- 
ease. Dr. Greenberg recived his M.D. degree from the College of Phy- 
sicians and Surgeons of Columbia University and his M.S. degree in 
Public Health from Columbia’s School of Public Health. In addition to 
his duties as director of the Bureau, Dr. Greenberg is assistant professor 
if epidemiology at Columbia. 


Irwin Deutscher, director of Metropolitan Nurse Studies, Community 
Studies, Inc., presents the fourth in a series of eight articles on the report 
4 Survey of the Social and Occupational Characteristics of a Metro- 
politan Nurse Complement, which was financed by the American Nurses’ 
Foundation. This month, in “The Nurse and Her Job” (page 9), Mr. 


Deutscher discusses the demand for graduate nurses and the vast number 


yf graduate nurses who are not working in the Kansas City Metropolitan 
Area. He also discusses the job characteristics of the working nurse 
the number actually working and the type of job they hold, the amount 
yf time they devote to their jobs and the community, and the reasons 
graduate nurses change jobs. Mr. Deutscher compares the nurse’s income 
with that of other women college graduates. 


One of the problems facing today’s nurse is es- 
tablishing and maintaining a harmonious relation- 
ship with her co-workers, whether they be nurses, 
aides, doctors or psychiatrists. The reason for this 
difficulty and ways to conquer the problem are the 
subjects of “Communicating With Our Colleagues”’ 
(page 21) by Alice M. Robinson, R.N. It is the 
second in a series of articles Miss Robinson is writ 
ing for NURSING WORLD under the general topic 
“Communicating With the Nursing Staff.” Miss 
Robinson, director of nursing education, Vermont 
State Hospital, Waterbury, Vermont, is a graduate 

Duke University School of Nursing. She has a B.S. degree in nursing 
education from the Catholic University and an M.S. from Boston Uni- 
versity. Miss Robinson became a staff nurse at St. Elizabeth’s Hospital, 
Washington, D.C. in 1946, after serving a year and a half in the Army 
Nurse Corps. Two years later she became supervisor of the psychiatric- 
neurosurgical unit at George Washington University Hospital. In suc- 
eeding years she served as psychiatric nursing supervisor and instructor 
it the Veteran's Administration Hospital in North Little Rock, director 
f nursing service and nursing education, Boston State Hospital, and 
lirector of nursing service and nursing education at the Menninger 
Foundation, Topeka, Kansas. 


Alice M. Robinson 


Dr. Marie I. Rasey, Ph.D., professor of educational 
and social psychology, College of Education at 
Wayne State University, answers this month (page 
28) some questions about “The Dynamics of Teach- 
ing,’”’ which were put to her by a panel of nurses 
during a workshop of the subject at the Nebraska 
Psychiatric Institute. Dr. Rasey received her B.A., 
M.A., and Ph.D from the University of Michigan. 
She has been on the faculty of the College of Edu- 
cation (formerly the Detroit Teachers College) 
since 1921. Dr. Rasey is the author of several books 
and articles about psychology, including “What 
Learn From Children,” which she wrote with J. W. Menge. 
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Nursing World 
Reports 


Asian Flu Preparations: American Red see as a comparatively mild illness 
will be cared for at home, with hos- 
pital facilities reserved for patients 
who develop complications. They do 
not believe the Asian strain of in- 
fluenza will generate the serious 
problems created by the Spanish 


Cross President Alfred M. Gruenther 
has asked the 3,700 Red Cross chap- 
ters to cooperate fully with commun- 
ity medical and health authorities in 
dealing with the Asian flu epidemic. 

Public health authorities expect 


that most victims of what they fore- influenza epidemic of 1918-19. 
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Many Red Cross chapters ar: 
celerating present programs to 
the threat of a possible epide nic 
The ARC suggests five ways in w 
chapters can handle outbreak 
Asian flu: 

1. Assignment of  professiona 
nurses already enrolled by the Red 
Cross to serve where needed during 
this emergency. 

2. Continuous program of classes 
in Care of the Sick and Injured—a 
14-hour home nursing course. 

3. New streamlined 40-hour cours; 
for volunteer nurse’s aides who wil! 
be available to assist with the im 
munization program if needed. 

4. Use of the reservoir of persons 
who have already taken Red Cross 
courses and are now qualified to car 
for the sick at home or assist pro- 
fessional nurses in hospitals. 

5. Enrollment of other trained Red 
Cross volunteers—Motor, Canteen 
Gray Lady, and Production services 

to assist with community-wid 

efforts to combat the epidemic 
These volunteers can help transport 
patients to and from hospitals and 
clinics, assist in the preparation of 
meals, and the making of supplies 
such as surgical dressings and fac: 
masks. 
News from American Red Cross: In 
view of its outstanding services on 
behalf of the new Hungarian ref- 
ugees, the League of Red Cross So- 
cieties has been awarded the 1957 
Nansen Medal by the Office of the 
United Nations High Commissioner 
for Refugees. Especially cited was 
the League’s timely action which was 
responsible for a broad-based non- 
sectarian effort of fund-raising in 
many countries of the world and 
which also played a vital part in the 
resettlement of Hungarian refugees 
in many of these countries. 

Meeting in Geneva this past Jun 
nursing leaders from 24 countries 
elected Ann Magnussen, national! di- 
rector of the American Red Cross 
Nursing Service, to serve as chair- 
man of the Nursing Advisory Com- 
mittee of the League of Red Cross 
Societies for the next two years. 

Louise W. Crosby has joined tl 
staff of the Southeastern Area Amer- 
ican Red Cross Nursing Services. A 
1950 graduate of the Presbyterian 
Hospital School of Nursing, with 
B.S. in nursing from Columbia Uni- 
versity, Miss Crosby will be assigned 
as a nursing representative in one of 
the southern states. 

Within a few hours after Hurri- 
cane Audrey smashed into the Gulf 
Coast on June 27, tearing apart the 
lives of some 28,500 Texas and Louis 
iana families, 80 members of the led 


(continued on page 32) 


NURSING WOPrLD 





spre 
India 
also 
tack 
mort 
cent 
reas 
pend 


It 
thes 
victil 
ma 
Othe 
at tk 
In se 
not | 
Amor 
lents 
tour 
York 
Utah 
repol 
1800 
ind 
ered 
hous 
900 p 
than 
ing 1 
dispe 
breal 
repo! 
eral 


Inf 
f th 
Jamt 
600 | 
In N 
Passe 
terda 
647 
17 ye 


0 ¢ 

idk 1K 

1 W iiicl 

ak of 

SSlona 

he ver 

during by MORRIS GREENBERG, M.D., M.S.P.H. 
Classes Director, Bureau of Preventable Diseases 
ired—a City of New York Department of Health 


ne te HE interest that has suddenly 

. ‘| been aroused in this country 
ind elsewhere in influenza is due to 
the rapid spread of this disease from 
the Far East. It was first reported 
in April in Hong Kong and later in 
Malaya, Singapore, the Philippines, 
Indonesia, Cambodia, Laos, Vietnam, 
Sarawak and North Borneo. It 
spread to Japan, Burma, Thailand, 


Ee Trsons 
| Cross 
to car 
st pro- 


ied Red 
anteen 


ervices 

ty-wid India and Pakistan. It was detected 
idemic ilso in Guam and Australia. The at- 
unsport tack rate ran into millions, since the 


morbidity incidence was about 20 per 
It was lower in some 


ils and 


tion of cent overall. 
upplies ireas and much higher in others, de- 
id facé pending on the amount of crowding. 
It was inevitable that spread to 
oss: In ther regions would occur. The first 
es On victims reported in this country were 
an. ref: m a naval vessel in Newport, R.I. 
O88 S0- Other incidences were soon reported 
e 195i it the naval base in San Diego and 
of th in several army installations. It was 
easoner not long before the disease occurred 
2d was among civilians. A group of 35 stu- 
ich was lents and two chaperones on a bus 
d_non- tour from San Francisco to New 
sing im York stopped in Salt Lake City, 
ld and Utah, on July 1, and 30 persons were 
; in the reported ill. At Grinnel, Iowa, some 
ofugees 1800 young people from 43 states 
ind eight foreign countries, gath- 
t Jun ered at a religious meeting, were 
untries housed in dormitories designed for 
nal di- 900 persons. Within three days more 
, Cross than 200 persons were ill. The meet- 
chair- ing was terminated and the people 
y Com:- lispersed to their homes. The out- 
| Cross reak of influezna continued to be 
ars. reported among these people for sev- 
ed th ral days. 
mer- 
— A Influenza broke out among most 
yterian f the 38 sections of the Boy Scouts’ 
with 2 Jamboree at Valley Forge, Pa. About 
‘a Uni- 600 cases of illness were reported. 
ssigned In New York City a boat with 847 
one of passengers aboard arrived from Rot- 
terdam on August 13. Of these, 
—" 647 were exchange students 16 to 
e Gull 17 years of age, coming to this coun- 
art the try for a year of study. Each stu- 
analy dent Was sponsored by an American 
he Red family. Some 44 Turkish students 
| were supposed to board the vessel, 
because 15 of them were sick 
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with influenza, the ship’s doctor re- 
fused them all. However, he did not 
know that they had been in close 
contact with a group of Viennese 
students en route to Rotterdam. The 
latter boarded the boat and were the 
Since the stu- 
dents lived in close quarters, illness 
soon broke out among the rest and 
some 200 became sick with influenza. 
About 50 of them were ill when the 
boat docked. Additional small out- 
breaks have been reported in various 
states. By the middle of August the 











































first to become ill. 


Surgeon General of the Public Health 


Service announced that about 20,000 
cases had been reported in this coun- 


try. 


Reports indicate further spread of 


the disease abroad. Cases have been 
reported in Iraq, Syria and Yemen; 
in French Somaliland and the Sudan; 
in Holland, Czechoslovakia, Romania 


and Turkey; in Chile and Argen- 


tina and in Mexico. No continent 
has escaped. A true pandemic spread 
has occurred. 


What Is Influenza? 

The disease as seen in the Far East 
and in this country is an upper re- 
spiratory infection caused by a virus, 
affecting chiefly children and young 
adults. The onset is acute with fever 
ranging up to 102°F. or even 104°F. 
and with headache, a diffusely red- 
dened throat, pain in the bones, a 
short dry cough and a feeling of gen- 
eral malaise. Conjunctivitis has oc- 
curred in some. The symptoms usu- 
ally last two to three days and re- 
covery is rapid. In the cases that I 
saw the main feature was the marked 
prostration at the onset of the dis- 
ease and the rapid recovery. Some 
of the patients were well in 24 to 48 
hours. Complications are uncom- 
mon. In the Far East, the mortal- 
ity was said to be 0.2 per cent, chiefly 
in the very young and the very old. 
In this country, two deaths had oc- 
curred among 20,000 patients by the 
middle of August. 


The last great pandemic of influ- 


enza occurred in 1918-1919 and was 
world wide. That was a severe epi- 


demic, complications were common 


ASIAN INFLUENZA 


and death was not unusual. There 
were about 20 million cases in the 
United States alone, with approxi- 
mately 830,000 deaths. The present 
epidemic does not resemble it except 
in a general way. It resembles more 
the smaller epidemics that have been 
occurring in this country every 2 to 
4 years since then. These have mani- 
fested themselves by symptoms sim- 
ilar to those in the present epidemic 
and by a low mortality. Some per- 
sons have pointed out that in 1918- 
1919 mild epidemics of influenza 
occurred in the spring and summer 
but that by the fall, influenza was 
explosive with a high mortality. They 
suggest that the same sequence may 
follow this year. While that is a pos- 
sibility, the course of events so far 
does not substantiate it. In a period 
of five to six months, the epidemic 
has spread over the whole of Asia 
and has involved all the other con- 
tinents, yet the disease is no more 
severe now in America than it was 
in Hong Kong in April. It should be 
pointed out furthermore that most 
deaths in 1918-1919 were caused by 
complicating pneumonia caused by 
bacteria. These are sensitive to the 
antibiotics. 


Types of Influenza 


The influenza virus is a minute 
organism which is not visible under 
the ordinary microscope but can be 
seen under the electron microscope, 
which magnifies 20 to 50 thousand 
times. There are four types of in- 
fluenza viruses known as A, B, C and 
D. The first two are the most com- 
mon, and in the past 10 years viruses 
of type A have predominated. The 
four types can be distinguished from 
each other in the laboratory. They 
have different growth characteristics 
and are immunologically different, 
so that infection with one type does 
not protect against the others. In 
1943 a vaccine made up of types A 
and B was given to thousands of re- 
cruits. When influenza broke out 
several months later there was a 
good deal of protection and a feel- 
ing of optimism prevailed that in- 
fluenza was conquered. In 1946 the 
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Faced with predictions of an epidemic, 
it is vital to know as much as possible 
about this new type of influenza— 


diagnosis, treatment and control. 


vaccine was again given to thousands 
of recruits. However, when influenza 
broke out some months later no pro- 
tection appeared to have been con- 
ferred on those injected. Laboratory 
study indicated that the strains in 
this epidemic were antigenically dif- 
ferent from previous strains, so that 
the vaccine containing previous 
strains was not effective. These 
strains were given the designation 
A prime by Salk. 

Extensive study indicates that 
Type A influenza virus has gone 
through a number of variations, each 
variation comprising a set of strains. 
Four major variations have occurred. 
Each has been the causative agent 
of Type A influenza for a number of 
years. The first was the Swine set 


of strains, which is believed to have 
been responsible for the 1918-1919 
pandemic, although the evidence is 


not too good since virology was not 
sufficiently developed at that time to 
enable recovery of the virus. This 
variation is believed to have been the 
predominant strain for about five to 
ten years. Then came the strains 
first identified as influenza A and 
known technically as the PR 8 
strains, which prevailed for about 
ten years to 1943. In 1946 there ap- 
peared the A prime strains, tech- 
nically called FM 1 strains. These 
lasted until this year. Again there 
has been a change and we now have 
the Far Eastern set of strains. The 
important thing to remember is that 
although all these different strains 
give similar symptoms, they do not 
protect against each other. A person 
who has had influenza caused by the 
original A strain is not protected 
against influenza caused by the A 
prime or the Far Eastern strains. 
Similarly, a person immunized with 
a vaccine containing A prime strains 
is not protected against the Far 
Eastern strain. To be protected 
against the latter, the vaccine must 
contain the Far Eastern strain. 
Laboratory Diagnosis 

During an epidemic it is not diffi- 
cult to make a diagnosis of influenza 
from the symptoms presented. It is 
impossible to determine, however, the 
type of influenza without laboratory 
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tests. These are of two kinds. Dur- 
ing the acute stage of illness the 
patient carries virus in his throat. 
If he is given a small amount of salt 
solution to use as a gargle the virus 
will pass into the solution. This must 
be taken to the laboratory immedi- 
ately or frozen for later use. In the 
laboratory small amounts of the 
washings are injected into the al- 
lantoic cavity of fertile, embryonated 
chicken eggs approximately ten days 
old. The infected eggs are incubated 
for 48 hours, after which the allan- 
toic fluid is harvested. If it contains 
influenza virus it will agglutinate 
chicked red cells. Usually, virus can 
be shown in the first passage em- 
bryos, but sometimes not until an- 
other passage. The concentration of 
virus is measured by the agglutina- 
tion titer of red cells. To determine 
which type the virus is, measured 
amounts of the allantoic fluid con- 
taining virus are mixed with anti- 
serums prepared by injecting animals 
with known strains. After appro- 
priate incubation, the mixture is 
added to a measured amount of red 
cells. The antiserum corresponding 
to the recovered strain will fix it and 
will prevent it from agglutinating 
the red cells. The other antiserums 
will have no effect. This test is 
known as the inhibition-agglutina- 
tion test. 


The second laboratory test is a 
serologic one. A specimen of blood 
is taken from the patient early in 
his illness and again two weeks later. 
A complement-fixation test is done 
with both specimens, using different 
strains as antigens. If there is a 
fourfold rise in antibody titer be- 
tween the first and second speci- 
mens to a particular strain of anti- 
gen, it is considered evidence that 
the patient suffered from influenza 
caused by that strain. 


Treatment 


Treatment of the illness is mainly 
a nursing function. The patient 
should be kept in bed while he has 
fever and should be made comfort- 
able. He may be given fluids as de- 
sired. His diet should be liquid or 
soft solid and should be geared to his 


appetite. Most patients have no de. 
sire for food in the first 24 to 4g 
hours. A sponge bath with alcoho! 
and water is comforting and an anal. 
gesic like aspirin relieves headache 
and adds to general well being. Th: 
physician should be alert to the pos- 
sibility of complications. The most 
common of these is bacterial pnev- 
monia. This should be treated in th 
usual way with antibiotics and, if 
necessary, with oxygen. If there is 
vomiting or nausea, fluids may have 
to be given by infusion, 


Control 


The question is what can one d 
to prevent the occurrence of influ- 
enza. Isolation of the patient helps 
a little to prevent spread but it wil 
not stop an epidemic. The most ef- 
fective method in influenza is th 
use of a vaccine. For the reasons 
already discussed, the vaccine must 
contain the Far East strain of virus 
Such a vaccine is now being manu- 
factured in the United States. It is 
given as a single injection of on 
cubic centimeter. 


It is important to know the limi- 
tations of the vaccine. First, 
should be pointed out that a vaccin¢ 
of this strain of virus has not been 
used, so that its efficiency can be 
surmised only from the effect of 
other types of influenza vaccin¢ 
These have had their greatest us 
in the army, where they are said to 
give 70 per cent protection. Th 
length of immunity conferred is said 
to be from one month to one year 
by various investigators. Most virol- 
ogists working with influenza viruses 
believe the period to be much less 
than a year. 


The vaccine causes a_ certail 
amount of reaction, occasionall) 
quite unpleasant. In children the re- 
action may be severe, with soreness 
at the site of injection, fever and 
general aching. The reaction has 
been said to be, in some of them 
worse than the disease. One should 
also keep in mind that the vaccin 
is made in chicken eggs. Individuals 
sensitive to egg or chicken should not 


(continued on page 32) 
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by IRWIN DEUTSCHER 
Director, Research in Health and 
Welfare, Community Studies, Inc., 
Kansas City, Mo 


T is true of any occupation that 
Se number of persons actually 
practicing it is far less than the 
number qualified to practice. In view 
of the fact that there is felt to be 
a particularly acute shortage (there 
are those who would define it as 
chronic) of graduate nurses in the 
United States, it is important to 
learn something about that partic- 
ular segment of the nurse comple- 
ment which, for one reason or an- 
other, is not available to the labor 
force. Efforts to relieve nursing 
shortages have by and large taken 
two tacks: one has been to step up 
recruitment among young persons, 
usually those of high school age; 
the other has been to attempt to 
bring about a realignment of func- 
tions so that auxiliary personnel may 
relieve the graduate nurse of some 
duties. However, a third source of 
relief for this shortage lies in the un- 
tapped reservoir of trained persons 
who are not working. 

It is with a discussion of this 
group that we begin this fourth arti- 
cle in a series based on a report 
issued by Community Studies, Inc. 
of Kansas City and financed by the 
American Nurses’ Foundation. In 
the remainder of the article we will 
proceed to examine some of the oc- 
cupational characteristics of those 
nurses who are working. 

Labor Force Status 

In an occupational complement it 
can be expected that there is con- 
stant job turnover—people leaving 
old jobs for new, retiring for reasons 
of age or health, and temporarily or 
permanently leaving the particular 
occupation or the labor force in gen- 
eral. Of the 2,441 Kansas City grad- 
uate nurses included in this study, 
31 per cent well over 700—were 
not working at all at the time of the 
survey. The distribution in Figure 1 
includes one per cent who were work- 
ing at something unrelated to their 
nurses’ training and another one per 
cent who were retired because of 
health or age. The kinds of fields 
in which the active nurses in the 
complement were engaged will be dis- 
cussed in next month’s article. 

It is apparent that little over half 
of the nurse complement is work- 
ing full time. There are others who 
from time to time pick up an occa- 
sional bit of work and still others 
who, although they work regular 
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hours, do so only on a part-time 
basis. As might be expected, both 
age and marital status have some- 
thing to do with the nurse’s partici- 
pation in the labor force. As figure 2 
shows, it is between the ages of 30 
and 39 that the smallest propor- 
tion of nurses is working full time. 
This, of course, is the period when 
small children are likely to require 
a mother’s fullest attention; thus it 
is also the decade when the largest 
ercentage of nurses is not work- 
1g at all and, along with the over-60 
roup, the one in which the largest 
ercentage of part-time nurses is 

ind. Nurses between the ages of 


CEMBER, 1957 


ANNUAL INCOME OF NURSES 
WHO WORK FULL TIME 
ACCORDING TO MARITAL STATUS 


LESS THAN OVER 
$3,000 $3,00!-$ 4,000 §4,00!-$5,000 $5,000 


CURREN 
UNMARRIED 


RRENTLY 


MARRIED 
SOPHO HEHEHE EE EEE EEE EEEEEEEEEEEEEEEESESEEEEEEEEEEEEEEESEOEEEEEEEEEE HEHEHE EEE EEE SEES 


40 aN 


















































C] 60 AND OVER 


pl 40-49 50-59 


Seeeeeeeeeeeeeeeeeeeeee 


50 and 59 are not only more likely 
to be working than any other group 
of nurses, but also more likely to be 
working full time. 

With the growing concern for the 
shortage of nurses, it is important 
to note that for the decade approx- 
imately following graduation (20-29 
years), 30 per cent of those nurses 
are not working at all and only 54 
per cent of them are employed full 
time. This is the decade in which 
young women can be expected to 
marry and begin to bear children; 
however, it is hardly conducive to 
high morale among nursing educa- 
tors to anticipate that 30 per cent of 


their graduates will not enter the 
labor force during the decade follow- 
ing their graduation. 


The effect of marriage on the 
nurse’s participation in the labor 
force is pictured in figure 3. Only 
six per cent of those nurses who are 
not working at all are unmarried, as 
compared to the 32 per cent of all 
nurses who are unmarried. It is also 
true that only about half of the full- 
time, working nurses are married, 
while those in the part-time cate- 
gories are predominantly married— 
especially the part-time, occasional 
worker. 


One must be careful, however, not 
to be misled by this limited analysis 
of the effect of marriage. It is very 
possible that marriage itself, rather 
than being the crucial variable in 
pulling nurses out of the labor force, 
is simply a reflection of a closely re- 
lated and more directly relevant vari- 
able. Such a variable, for example, 
would be the presence of children. 
There is evidence that marriage per 
se is not the important factor. For 
example, Bressler and Kephart in a 
state-wide study in Pennsylvania 
conclude that it is not marriage, nor 
is it the birth of a child, that draws 
nurses away from their work. Their 
data indicate that the crucial decline 
in labor force participation occurs 
with the birth of the second child, 
and that only a very small propor- 
tion of nurses continue to work after 
the birth of a third child. 


Where do part-time nurses tend 
to find work? Figure 4 shows that 
those who are engaged in only part- 
time occasional work are seldom 
hired by hospitals, as compared to 
part-time regular and full-time reg- 
ular nurses. In this respect nurses 
who work at regular, part-time jobs 
do not differ from those who work 
full time. Anticipating, for a mo- 
ment, next month’s article, let us 
take a closer look at the various 
fields of nursing. Figure 5 indicates 
that private duty appears to be the 
principal source of employment for 
those nurses who desire to work only 
part-time and only occasionally. The 
part-time, occasional nurse appears 
in general duty in about the same 
proportion that she appears in the 
nurse complement as a whole, but 
otherwise she finds little opportunity 
for employment in nursing. In con- 
trast, the part-time nurse who will 
accept a regular position has a wider 
field to play. She is found, out of 
proportion to her percentage of the 
complement, in private duty, general 
duty, and a variety of miscellaneous 
positions. It appears that the part- 
time, regularly working nurse can 
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find work in most fields—the notable 
exceptions being administration and 
public health. 

A final point of interest related to 
labor force status is concerned with 
the way these women spend their 
time. As might be expected, those 
who work full time do not become 
involved in the affairs of the larger 
community to the same degree as do 
their part-time and non-working col- 
leagues. Only 44 per cent of the fully 
employed nurses held membership 
in any nonprofessional clubs or or- 
ganizations. Sixty-three per cent of 
those not working belonged to such 
clubs. We would expect the part- 
time nurse to fall somewhere in be- 
tween those who work and those who 
don’t, in this respect, and this is what 
happens with the part-time regularly 
working nurses, 53 per cent of whom 
belong to at least one club or organ- 
ization. It is not, however, true for 
the part-time occasional worker. 
More of that group than any other, 
including those who don’t work at 
all, belong to clubs or organizations 

72 per cent. In spite of the fact 
that part-time occasional nurses ap- 
pear to participate in community life 
more than do other nurses, they also 
report that they do not get to spend 
as much of their time doing what 
they would like as other nurses do. 
Only 40 per cent of the occasional 
workers do what they would most 
like to do with their off-duty hours, 
as compared to 46 per cent of those 
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who work full time and about half of 
those who do not work at all. Final- 
ly, this same group spends far more 
unwilling hours at housework and 
family duties than any other group 
of nurses. 

In concluding this discussion of 
labor force status, it is worth noting 
that there are many ways in which 
a nurse may serve her profession 
even though she may be unable to 
continue working. It is the average 
nurse or ex-nurse herself who is the 
profession's best public relations rep- 
resentative and its most effective 
recruiter. This observation has been 
well documented in such studies as 
Public Images of the Nurse (a part 
of the Kansas City series) and Mar- 
tin and Simpson’s Patterns of Psychi- 
atric Nursing which was conducted 
in North Carolina. 


Income 


A question of persistent interest, 
and one which pertains only to those 
nurses who are working full time, 
is how much money they make and 
how this compares to persons in 
other occupations. The distribution 
of annual income of nurses who 
worked full time in 1954 appears in 
figure 6; however, to arrive at a more 
complete understanding of income 
distribution, it is necessary to ob- 
serve the effeets of both marital 
status and age. It can be seen in 
figure 7 that as one moves into high- 


er income brackets, the proportion 
of single nurses increases consider- 
ably. Well over half of those wh 
earn less than $3,000 are married 
while fewer than a quarter of thos 
who earn over $5,000 are married 
It is also true, as figure 8 indicates 
that older nurses are found in high- 
er proportions in the higher salar) 
brackets. As is true of most occupa- 
tions, it takes years of experience 
to work up into the better paying 
positions. Note, however, that figur 
8 provides a general comparison be- 
tween those under 40 and those 40 
years or older. Looking at the finer 
age breakdowns in that figure, some 
deviations from the general pattern 
can be observed. For example, nurses 
60 years of age or older appear in 
about the same proportions in all 
income categories, while those be- 
tween the ages of 30 and 39 provid 
a peculiar picture: about a fifth of 
the nurses in the highest and lowest 
income groups are within those ages 
while they account for nearly a third 
of each of the two middle incom 
groups. This phenomenon can b¢ 
partially explained by referring back 
to previous observation: Recall that 
this is the age group in which the 
greatest proportion of nurses is out 
of the labor force (fig. 2). It may 
be assumed that as they return d 

ing the next decade, they will mov 
largely into better paying positions 
and thus provide the same kind | 
income distribution we see for those 
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who are now 40 to 49 years old. 


In figure 9 Kansas City nurses are 
compared income-wise to several oth- 
er groups in the United States, as 
described by Havemann and West in 
their study They Went to College, 
and by the U.S. Census Bureau. 
There is a larger proportion of 
nurses earning over $3,000 a year 
than women college graduates or pro- 
fessional, technical, and _ kindred 
workers of both sexes. The male 
college graduate, however, does bet- 
ter economically than any other 
group, with almost half of them earn- 
ing over $5,000. 


Income data, of course, become 
rapidly obsolete, and it may be as- 
sumed that nurses are currently 
earning more than they were in 1954 
when these data were gathered. It 
is true though, that income compari- 
sons between nurses and other 
groups and among the various nurs- 
ing fields remain relatively constant. 
It is also true that the effects of age 
and marital status on income prob- 
ably remain relatively constant, so 
that, with tongue in cheek, the fol- 


lowing advice could be given to the 


young nurse who is interested in in- 
reasing her earnings: stay single 
and get older. The next section is 
‘concerned with the movements of 
l1urses, both from place to place and 
rom job to job. It throws some light 
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on questions related to differentials 
in work stability within the nurse 
complement. 


Geographic Mobility 


In the discussion of labor force 
status it was assumed that some 
nurses who happened to be without 
work at the time of the survey were 
between jobs—that nurses do move 
around from one part of the country 
to another and they do change jobs 
even when they are not moving geo- 
graphically. Despite the fact that 
nurses are in a seller’s market and 
despite the favorable pay differen- 
tials in some other parts of the 
United States, about 60 per cent of 
Kansas City nurses have never 
worked outside the two states in 
which the metropolitan area lies, as 
can be seen in figure 10. Almost half 
of them have always worked in that 
metropolitan area, and about a 
quarter of them came to Kansas 
City from states outside of Kansas 
or Missouri. These observations can 
be corroborated by the nurses’ his- 
tory of state registrations, which in- 
dicates that well over half of the 
working nurses in the Kansas City 
area have been registered in only one 
state and only 13 per cent have ever 
been registered in more than two 
states. When we consider that the 
area itself includes two states, this 
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seems to indicate a remarkable de- 
gree of job stability, a phenomenon 
to which we shall return shortly. 


When the Kansas City nurse is 
compared with the nonmetropolitan 
Missouri nurse, the patterns of geo- 
graphic mobility are not the same. 
According to Habenstein and Christ, 
a much smaller proportion of the 
nonmetropolitan nurses are rooted 
to a single community. It is, of 
course, impossible for a small com- 
munity to produce sufficient nurses 
to staff its local institutions, so that 
inevitably a higher proportion of its 
nurses must be imported from out- 
side. On the other hand, a metro- 
politan area, because its demands are 
higher and its facilities better, grad- 
uates large numbers of home-grown 
nurses, many of whom stay at home 
to work after graduation. It is worth 
noting that even though there is con- 
siderable movement among communi- 
ties, over half of those nonmetro- 
politan nurses had always worked in 
the state of Missouri. 


There is considerable evidence to 
be found indicating that the gradu- 
ate nurse is, in a geographic sense, 
a relatively stable person. That she 
is likely to spend most or all of her 
career in the area in which she orig- 
inally grew up and in which she re- 
ceived her education, has been docu- 
mented by Theriault in Vermont, 
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teissman and Rhorer in New Or- 
leans, Martin and Simpson in North 
Carolina, and Couey and Stephenson 
in Georgia. 

There appears to be an interest- 
ing relationship between geographic 
mobility and income: the higher the 
income, the larger the proportion of 
nurses who have worked in parts of 
the United States other than Kansas 
or Missouri. It would seem that when 
a nurse comes to the area from any 
great distance, she does so at least 
in part because of the inducement 
of salary. Over half of these nurses 
who are earning $3,000 or less have 
always worked in Kansas City. On 
the other hand, of those making over 
$5,000, only 14 per cent have al- 
ways worked in Kansas City. 


Job Mobility 


Geographic mobility provides only 
a partial description of the kinds of 
moves nurses make. For example, 
the fact that a nurse has always 
worked in Kansas City does not tell 
us how often she changes jobs or how 
long she sticks with a job. In order 
to describe this phenomenon of job 
mobility, a job mobility index was 
devised. That index expresses the 
relationship between the number of 
years a person has been nursing and 
the number of jobs she has held. A 
full explanation of the job mobility 
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index (JMI) appears in figure 11 
along with the distribution of in- 
dexes for working nurses. An index 
of 100 indicates an average of one 
job per year. An index of less than 
100 indicates that the nurse has aver- 
aged more than a year on each job 
she has held, and more than 100 in- 
dicates that she averages less than 
one year to a job. The most fre- 
quently appearing indexes range be- 
tween 26 and 50, i.e., an average of 
from two to four years on every job. 
Only 11 per cent of the working 
nurses have an index higher than 
100. In figure 12 these indexes are 
divided into three groups, a high- 
mobility group (an index of over 
100), a middle-mobility group (an 
index of 51-100), and a low-mobil- 
ity group (an index of 50 or less). 


A relationship between job mobil- 
ity and geographic mobility might 
be anticipated. That is, we would 
expect that those nurses who move 
around the country most would also 
be the ones who change jobs most. 
However, this is not the case. The 
same percentage of both the low- 
and the high-mobility groups have 
worked outside of the states of Mis- 
souri and Kansas, and only a slightly 
higher percentage of the low-mobil- 
ity group have always worked in 
Kansas City. This can be explained 
in part by the fact that many of 


those who make geographic moves 
are not necessarily ‘job hoppers.” 
They move because their husband 
is transferred, or for a similar rea- 
son unrelated to their own work. 
The data seem to indicate that many 
of those who move geographically 
tend to stick to the same job in so 
far as it is possible, changing jobs 
only when a geographic move neces- 
sitates it. In contrast, some of thi 
nurses with the highest job mobility 
indexes have always worked in the 
Kansas City area. The fact that 
there is no relationship between mar- 
ital status and job mobility lends 
weight to this hypothesis. The same 
proportions of married and single 
nurses appear in the high-, middle-, 
and low-mobility groups. 

Age, however, unlike marital 
status, is an important determinant 
of job mobility. It is apparent in 
figure 12 that practically all nurses 
over the age of 40 are in the low- 
mobility group—they seem to be set- 
tled in one job. This is in sharp con- 
trast to the fewer than a quarter of 
those nurses under the age of 30 
who have low mobility indexes. It 
seems to take about a decade for 
nurses to settle down into a relative- 
ly permanent position, and after the 
passage of two decades they are an 
extremely stable group as far 4s 
their jobs are concerned. 

Job mobility appears to be related 
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to many other factors. For example, 
nurses who grew up on farms are 
far less likely to be mobile than are 
those who spent their formative 
years in cities, and the highly mobile 
nurse makes less money than the 
stable one. These characteristics, it 
should be recalled, are also related 
to age. As was mentioned in a pre- 
vious article, the older nurse derived 
from the farm more frequently than 
did the younger, and the older nurse 
makes more money than does the 
younger. The fact that the older 
nurse is also less mobile than the 
younger helps to explain the rela- 
tionships between job mobility, rural- 
urban origins, and income. 

Among the innumerable hypoth- 
eses which might be tendered con- 
cerning differences between nurses 
who change jobs frequently and 
those who remain for relatively long 
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periods of time in the same position, 
a few will be considered here. It 
might be expected that working 
nurses with children would tend to 
find the most suitable position and 
remain in it as a result of their re- 
sponsibilities. This would lead to the 
guess that such nurses would be con- 
centrated in the low-mobility group. 
On the other hand, because mobility 
is derived from a total career, from 
first job to the time of the survey, 
it might be expected that those with 
children would have felt the need 
to interrupt their careers more fre- 
quently than those who had nothing 
to distract them from a continuous 
career, and that such nurses would 
be concentrated in the high-mobility 
group. Contrary to this latter hy- 
pothesis, it appears to be those 
nurses with children who tend to 
have the greatest job stability. Only 


31 per cent of the low-mobility group 
have no children, while 43 per cent 
of the high-mobility group are child- 
less. On the other hand, 46 per cent 
of the low-mobility group have two 
or more children in contrast to 22 
per cent of the high-mobility group. 

It might also be expected that high- 
ly mobile nurses would tend to have 
less of a stake in the larger com- 
munity, while those who are settled 
in their jobs would tend more to 
participate in the affairs of the com- 
munity-at-large. If membership in 
nonprofessional clubs and organiza- 
tions can be accepted as an indicator 
of participation in the community, 
this hypothesis appears to be tenable. 
Fifty-six per cent of the low-mobil- 
ity group belong to one or more 
clubs as compared to only 36 per 
cent of the high-mobility group. If 
it is true, then, that nurses who 
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change jobs often are more isolated 
from the larger community than are 
those who stick to one position, some 
evidence of this could be expected 
to be reflected in the living arrange- 
ments made by nurses. Such evi- 
dence exists and indicates that the 
low-mobility nurses tend to interact 
more with people other than nurses, 
at least in so far as living arrange- 
ments are concerned. Unmarried 
nurses in the middle- and high-mobil- 
ity groups tend to reside more with 
other nurses than do those in the 
low-mobility group, only a quarter 
of whom live with other nurses. 

It is also true that nurses with 
a history of medium or high job mo- 
bility have more often married 


further up the socio-economic ladder 
than those with low mobility; that 
nurses of native-born parentage tend 
to shift jobs more often than those 


with one or both parents foreign- 
born, and that those who identify 
their families with minority groups 
tend to have higher job turnover 
than those who do not. 

Important questions resulting 
from this discussion of job mobil- 
ity are: Why do nurses change jobs? 
What reasons do they give for leav- 
ing their previous positions? There 
are any number of possible expla- 
nations a person might have for 
leaving a job, but it is probably safe 
to assume that in very few occu- 
pations would one expect the kind of 
distribution of answers received from 
nurses. Figure 13 shows that almost 
half of the reasons given by the 
nurses for leaving their previous 
position are reasons related to their 
husbands and children. This includes 
such explanations as “My husband 
was transferred,” “I was going to 
have a baby,” “My husband pre- 
ferred that I not work,” “The chil- 
dren needed me at home.” 

There is no other single category 
of reasons for leaving the last job 
which makes up any appreciable per- 
centage. The whimsical desire for 
new experiences reflected in such 
statements as “I just wanted to try 
something different” accounts for the 
next most frequently mentioned 
reasons, but only seven per cent of 
the nurses gave such an answer. It 
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is interesting that only four per cent 
of the complement gave an increase 
in salary as the reason for leaving 
their last job. Although this may 
be due in part to the fact that there 
is some standardization of salaries 
within the metropolitan area, it re- 
mains a fact worthy of consideration 
by those who would attribute all of 
the problems of nursing to insuffi- 
cient salaries. It is probably true 
that many nurses are inadequately 
paid. However, it is not true that 
pay increases will of themselves 
solve such problems as job turn- 
over and recruitment. 


As might be expected, the nurses’ 
ages are related to the reasons they 
give for leaving their last job. Note 
in figure 14 that, although only 30 
per cent of all nurses are under 
thirty years of age, 73 per cent of 
those who are still working on their 
original jobs are in that age bracket. 
Of the many who gave reasons re- 
lated to their husbands and children, 
74 per cent are under 40 years of 
age. This is in contrast to those who 
left their job because of ill health, 
only 39 per cent of whom were un- 
der 40 years of age. Apparently 
older nurses do not stop working 
voluntarily: five per cent of the sam- 
ple were 60 years or older, but 16 
per cent of those who were asked to 
leave their last position were in that 
age group, as were 13 per cent of 
those who had to leave for reasons 
related to their health. 


Summary 


In this article we found that near- 
ly half of the graduate nurses in the 
complement either were not work- 
ing at all or worked only part time. 
Both age and marital status are re- 
lated to the extent of participation 
in the labor force. The part-time 
nurse, who works only on occasion, 
does not find much employment on 
hospital staffs; rather, she is pre- 
dominantly employed in private duty. 
The part-time nurse who works reg- 
ularly, on the other hand, is found 
in general duty as much as in priv- 
ate duty. As might have been ex- 
pected, those who do not work at all 
participate more in the organized 


social life of the community than & 
those who work full time. An anom- 
olous finding, however, was that th; 
part-time occasional worker is mor 
active in such community affairs 
than the nurse who does not work 
at all. 


There is a direct relationship be- 
tween income and age in nursing; the 
older the nurse, the more money she 
is likely to be making. It is also true 
that single nurses tend to have high- 
er incomes than married ones. In 
general, nurses appear to have bet- 
ter incomes than employed women 
college graduates. 


By and large, nurses appear to be 
relatively stable geographically, but 
this does not imply job stability. 
Nurses often switch jobs without 
shifting their geographic locale. Al- 
though no general relationship be- 
tween marital status and job mobil- 
ity was identified, the most common 
reasons given by nurses for leaving 
their last position were those related 
to husband and children. Job sta- 
bility is something which appears to 
come with age and job mobility is 
inversely related to community par- 
ticipation, i.e., the more mobile the 
nurse the less likely she is to belong 
to clubs and organizations. 


Salary is a relatively minor reason 
for changing jobs. Older nurses are 
more likely than younger ones to 
have left their last job for reasons 
of health, personal problems, and be- 
cause they were asked to leave. 
Younger nurses, on the other hand, 
are more likely than older ones to 
have left because cf reasons related 
to their husband or children, educa- 
tional advancement, or promotion. 


Next month we shall take a lvok 
at the various fields of nursing—the 
kinds of positions in which nurses 
are employed and the differences 
among nurses in those different kinds 
of jobs. Included in that analysis 
will be office nurses, school nurses, 
public health, educators, private 
duty, general duty, industrial, ad- 
ministrators, head nurses and a 
group of nurses engaged in miscel- 
laneous nursing positions. 


END PART IV 
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Schizophrenia In Childhood 


In the last twenty years techniques have improv- 
ed for understanding the child—not only the normal- 
ly developing child, but also the deviate, such as 
the schizophrenic. In 1933, Potter, a member of the 
New York State Hospital System, defined childhood 
schizophrenia and stated that it was more common 
than generally supposed. 

Since then there has been much controversy in 
this country as to whether childhood schizophrenia 
is the same as adult schizophrenia, or whether it is 
a reactive pattern. The latter theory is taught by 
the Adolf Meyer school of psychiatry. The reactive 
pattern is assumed to be the result of a cold emo- 
tional climate existing in the home during the first 
two years of the infant’s life. 

The onset of what is regarded as true childhood 
schizophrenia appears before the child reaches 12 
years of age, and may even occur as early as three 
years of age. The causes are obscure. Bender be- 
lieves that it is a clinical entity, a form of en- 
cephalopathy occurring at different points in the 
developmental curve of the organism and _ inter- 
fering in a characteristic way with the normal de- 
velopmental pattern, both at the biological and 
social personality levels. There is pathology in be- 
havior that is patterned by the vegetative nervous 
system and the motor, perceptive, intellectual, 
emotional, and social functions. There is, according 
to Bender, a lag in maturation within the em- 
bryological level of development of all the areas 
that are the basis or prerequisites of future be- 
havior. Deviations from the anticipated develop- 
mental norms apparently occur very early. 

According to this theory, childhood schizophrenia 
begins very early, possibly from birth. Psychological 
problems such as those concerned with identifica- 
tions, relationships, and anxiety, may follow be- 
cause of irregular lags in development. 

Kanner believes that childhood schizophrenia is 
merely a psychogenically determined illness, which 
develops when the parents fail to display their af- 
fection for the chil” In 1943 Kanner described a 
syndrome that was characterized by extreme with- 
drawal and obsessiveness and which developed as 
early as two years of age. This syndrome he called 
“early infantile autism.” At first he regarded it as 
a clinical entity, but he now believes it to be an 
early stage of schizophrenia. 
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Criteria for Diagnosis 

In addition to the problem of learning the 
etiological basis of schizophrenia, there is the criti- 
cal problem involving the establishment of diag- 
nostic criteria specific for childhood schizophrenia. 
Diagnostic techniques developed in recent years 
have made it possible to obtain more objective data 
about the illness. 

Invaluable aids in the appraisal include motility 
patterns and their meaning in terms of neurological 
integration; the development of the child’s concept 
of his body image in regard to its functions in 
the social and physical world; maturation patterns; 
and perceptive motor integration, which is essential- 
ly the contribution of the Gestalt school of psy- 
chology. 

Bender and his co-workers view schizophrenia as 
a profound disturbance in maturation with retention 
in the organism of embryonic plasticity—a re- 
tention of certain basic patterns of functions which 
take place in the embryo. 

The significance of these patterns is twofold. 
First, the child with schizophrenia is driven by 
primitive reflexes which he should have outgrown 
by the twentieth week of life. These motility re- 
flexes are intimately concerned with orientation in 
space and are theoretically related to the establish- 
ment of ego-boundary and self-identity. They relate 
also to perception. Secondly, a child with schizo- 
phrenia approaches the world with immature or 
fetal resources, Basic anxieties thus arise from the 
struggles and frustrations of a fetal organism in 
the world of a maturing child. 

The psychological problems, which are secondary 
to the physiological disturbances, include difficulty 
in object identification and self-identification, in- 
ability to form a body image concept, and excessive 
anxiety. 

The schizophrenic child never acquires normal 
body tone. His physical knowledge of the objective 
world is not distinct. According to Bender’s theory, 
“The child and the world tend to melt into each 
other.” This causes some of the body or ego- 
boundary problems and the fear of incorporating or 
being incorporated. The schizophrenic child tries to 
escape from gravity by climbing high, whirling, 
running away, darting, etc. Or he may be fearful 
that he will escape from gravity and fly off into 
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space. The tonic neck-reflex impulses dominate his 
motility so that he is always subject to impulses 
to whirl or go out into space. On the other hand, 
he may strenuously resist these impulses. The child 
also has trouble identifying objects. 

Management of Childhood Schizophrenia 

While the above factors are essential to a diag- 
nosis of schizophrenia, Silver states that there are 
many other factors that influence the clinical pic- 
ture and practical management. Chief among these 
are: the severity of the homeostatic, autonomic, 
and respiratory disturbances; the dominance of 
primitive motility and perceptive distortion; the 
extent of difficulty with body image, ego-boundary, 
and self-identity; and the depth of anxiety. Other 
major factors are: the native intelligence of the 
child; his acquired intelligence; the presence or 
absence of specific developmental defects such as a 
‘reading disability; the level of psycho-sexual matur- 
ation and the strength of the psychological defenses; 
the nature of the environment in which he functions 
and the environment’s influence on the child; and 
the extent to which his illmess is caused by the 
people about him. 

Management must therefore be prepared to utilize 
the patient’s strong points and support his weak- 
nesses. The first therapeutic problem is the selec- 
tion of the setting for treating the patient. Hospital 
treatment is necessary when: 1. the attitude of the 
parents is a major cause of the child’s condition, 
2. there is no opportunity for him to take part in 
children’s activities near home, and 3. prolonged 
treatment is indicated. When the environment is 
favorable and rapport has been established between 
the child and the therapist, the child may remain 
at home. One advantage of having the child live at 
home is that his parents can participate in the 
therapy. 

Drug Therapy 

The drugs that have proved most helpful in re- 
lieving anxiety and pattern impulses are the anti- 
histaminics such as Benadryl and, more recently, 
drugs of the chlorpromazine group, such as Thora- 
zine. 

Benadryl] has been helpful in curbing restlessness, 
and this relaxing effect on the patient may explain 
its ability to control impulses. Benadryl is admin- 
istered as an elixir at mealtime. The dosage is ten 
to 20 milligrams. No toxic effects have been noted. 

Although there is a great deal of literature on 
the use of the chlorpromazine drugs in the treat- 
ment of adult patients, little has been written on 
their use in children. It has been noted, however, 
that these drugs have been useful in treating chil- 
dren who have increased motor activity and marked 
autonomic nervous system lability. 

Serpasil, a rauwolfia drug, has also been used, 
but it does not seem to be as effective as Thorazine 
in treating the central nervous system. 

The barbiturates have been extremely disappoint- 
ing as a central nervous system depressant. They 
are of little value in managing childhood schizo- 
phrenia and may even be harmful. 

The anticonvulsants, particularly Dilantin, have 
been used in treating the overactive, impulsive child 
in an attempt to control and dampen motor im- 
pulses. It was anticipated that Dilantin would re- 
luce impulsiveness in schizophrenic children, par- 
ticularly in those whose _ electroencephalogram 
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(EEG) showed high voltages of three or four waves 
per second. 

Dramamine is currently being used in schizo- 
phrenia on a purely experimental basis. A review 
of the embryonic pattern of function in schizo- 
phrenia suggests that this pattern is related to 
vestibular function. The vestibular apparatus, for 
example, gives rise to postural reflexes and influ- 
ences the muscle tone of the body. 

Bradley and Schilder used the central nervous 
system stimulant Benzedrine in treating schizo- 
phrenia, believing it would create a feeling of well- 
being and thus relieve anxiety. But Silver calls the 
drug a double-edged sword, unpredictable in its ac- 
tion and sometimes causing an increase in restless- 
ness. It has been found useful, however, in children 
who have much sexual acting out. When given in 
doses of 20 to 30 milligrams daily on arising, it does 
not depress the appetite nor disturb sleeping habits. 


Electro-Convulsive Therapy 

The use of electro-convulsive therapy in the man- 
agement of the child with schizophrenia is still 
controversial. Bender observed a series of 20 grand 
mal convulsions induced by electrotherapy in schizo- 
phrenic children under the age of 12. In studying 
the 500 children who suffered the convulsions, he 
concluded: 1. The essential schizophrenic process is 
not modified. 2. The child does improve his capacity 
to deal with problems that are secondary to the 
schizophrenic process, such as anxiety. 3. There is 
no interference in the intellectual function and de- 
velopnient. 4. There is no proof that electric shock 
treatment improves the prognosis of schizophrenic 
children. 


Psychotherapy 

Most schizophrenic children need psychotherapy. 
The nature of this therapy may vary from a sup- 
porting relationship to a prolonged analysis. Treat- 
ment is still an individual matter. A survey of 
psychotherapeutic techniques shows agreement in 
the following aspects: accepting the child at his 
own level; helping these children manage their over- 
whelming aggressiveness and libidinal impulses; 
recognizing the decreased capacity of the schizo- 
phrenic to withstand anxiety. There are many pa- 
tients who require an interpretive treatment for 
resolving their conflicts. But there are some pa- 
tients who are unreceptive to this type of therapy 
because their ego is too weak. They need a treat- 
ment that will strengthen their compulsive defenses. 


Environmental Influence 

It is recognized that diagnostic evaluation of the 
schizophrenic child must include the entire family 
situation. Every parent of every child suffering 
from schizophrenia needs help. If the parents can 
accept that the child is a deviate, and if they can 
recognize their own guilt feelings or feelings of 
hostility, they will be better prepared to cooperate 
with the therapist. A close relationship between the 
therapist and the parents is essential. 

The child must feel that he is appreciated. Class- 
room activities promote this feeling, and schools 
therefore become a vital part of the total therapy. 
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DIPHENYDRAMINE HYDROCHLORIDE ANTIHISTAMINIC 





DESCRIPTION: Like all the antihistaminics, diphenydramine or Benadryl, as it is more commonly 
called, is a substituted ethylamine. 

ACTION AND EFFECTS: Antihistaminics can antagonize many, but not all, of the actions of his- 
tamine. They are especially useful in modifying allergies and susceptibility to infections. 

Benadry! prevents histamine from entering its receptor in the cell, thus eliminating any response 
from the effector cell. It is assumed that the antihistaminic agent can occupy the receptor site with- 
out causing a cellular response. Although Benadryl antagonizes bronchoconstriction, it overcomes 
smooth muscle spasm and does not block the enhanced secretory activity of the gastric glands caused 
by histamine. An antihistaminic significantly reduces whealing reactions when the drug is ean 
administered. This drug also acts as a sedative. 

USES: Benadryl offers symptomatic relief from a variety of allergic disorders, which are probably 
caused by the release of histamine. Allergic diseases that respond to the drug include: dermatoses 
such as acute urticaria, angioneurotic edema, atopic dermatitis, contact dematitis, pruritis ani, scro- 
titis, and possibly vulvitis. Herpes zoster, insect bite, and ivy poisoning may also be relieved by the 
drug. Hyposensitization therapy combined with an antihistaminic is successful in treating severe hay 
fever. Benadryl is useful in controlling symptoms of serum sickness and drug reactions and in offering 
symptomatic relief but not curative relief of colds. 

PREPARATIONS: Diphenhydramine hydrochloride, U.S.P., or Benadryl Hydrochloride, is available in 
25 and 50 milligram capsules. It is also packaged as an elixir and as a sterile solution for parenteral 
administration in preparations containing 100 milligrams in 10 milliliters. 

DOSAGE AND ADMINISTRATION: The oral dose of diphenhydramine is 50 milligrams, three to 
four times daily. The parenteral dose is 50 milligrams given slowly by intravenous injection. 
TOXICITY: The chief problem in the use of antihistaminics arises from the fact that the antihis- 
taminic drugs can cause direct central depression. Most cases of acute poisoning from antihistaminic 
drugs have occurred in children who took them from the family medicine cabinet. Young children are 
particularly sensitive to the convulsant action of the drug and may exhibit signs of depression before 
becoming excited and convulsive. Adults, however, may first become comatose and later exhibit signs 
of central excitation. In both groups, convulsions are followed by depression and death may result from 
respiratory arrest. Children may exhibit an erythema and marked hyperthermia similar to that caused 
by atropine poisoning. 

PRECAUTIONS: If respiratory depression is severe, it is safer to use a mechanical respiratory sup- 
port, rather than stimulants. Convulsions are treated with a central depressant. A short-acting bar- 
biturate is preferred. Thiopental Sodium, administered intravenously in amounts adequate to control 
convulsive seizures, may be effective. 

In severe poisoning the problem may be more difficult. Excessive central stimulation may be fol- 
lowed by depression. The use of a barbiturate intensifies the depressed state. Under such circum- 
stances an adequate respiratory volume should be maintained by mechanical means until normal func- 
tion returns. Respiratory stimulants are ineffective and should not be used. 

A dangerous degree or hyperpyrexia is sometimes seen in children poisoned by antihistaminic drugs. 
Alcohol spongings will reduce the temperature. 





DIMENHYDRINATE, U.S.P. ANTIHISTAMINIC 





DESCRIPTION: Dimenhydrinate, U.S.P., is better known as Dramamine. It is a combination of 
diphenhydramine and 8-chlorotheophylline in molecular preparation. 

ACTION AND EFFECTS: The chlorotheophylline portion of Dramamine contributes nothing to its 
therapeutic action and diphenhydramine is equally effective. 

It is believed that Dramamine acts as a cortical depressant. Its action extends to the lower 
centers, and the drug is very effective in the treatment of motion sickness. It relieves nausea and 
vomiting caused by labyrinthine disturbances such as labyrinthitis. 

USES: Dramamine is utilized in the treatment and prevention of nausea and vomiting caused by 
seasickness, airsickness and other types of motion sickness. It has also been used to relieve nausea and 
vomiting in pregnancy, electro-shock therapy and narcotization, vestibular dysfunction associated with 
antibiotic therapy and the vertigo of Meniere’s syndrome, hypertensive disease, labyrinthitis, and radi- 
ation sickness. In recent years, psychiatrists have studied the use of Dramamine in the schizophrenic 
child who has whirling tendencies and space problems. 

PREPARATIONS: Dimenhydrinate, U.S.P., or Dramamine, is marketed in 50 milligram tablets; 
Dramamine ampules, serum type, 250 milligrams in 5 cc.; Dramamine liquid, 12.5 milligrams in each 4 
ec.; and 100 milligram Dramamine supposicones. 

DOSAGE AND ADMINISTRATION: The adult therapeutic and prophylactic dose of Dramamine is 50 
milligrams in tablet or liquid form every four to six hours. For children five to eight years old, the 
dose is 12.5 to 25 milligrams, and for those from eight to 12, it is 25 to 50 milligrams, two or three 
times daily. 

TOXICITY: A common side effect of Dramamine is sedation. Although a sedative action may be de- 
sirable when the medication is taken before retiring, somnolence interferes greatly with the patient’s 
daytime activities. Other untoward effects of antihistaminics are dizziness, tinnitus, lassitude, lack of 
co-ordination, fatigue, blurred vision, and diplopia. 

Side effects frequently occur in the gastrointestinal tract. These effects are: loss of appetite, 

nausea, vomiting, epigastric distress, constipation, and diarrhea. Administration of the medication with 
the meal may help to reduce the incidence of gastrointestinal reactions. 
PRECAUTIONS: Full doses of the correct antihistaminic should be taken before exposure to mo- 
tion. The first dose is given 30 minutes before exposure and it should be repeated before meals and 
upon retiring, for the duration of exposure. The drug is somewhat less effective when administered 
after signs and symptoms have developed, and it is less useful in preventing airsickness than other 
forms of motion sickness. 
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DIPHENYLHYDANTOIN ANTICONVULSANT 





DESCRIPTION: Diphenylhydantoin sodium, U.S.P., is commonly known as Dilantin. Although chem- 
ically it is closely related to the barbituarates, it is not a sedative. 

ACTION AND EFFECTS: Diphenylhydantoin exerts anti-epileptic activity without causing general 
depression of the central nervous system. The action of this drug has not been fully explained. Dilantin 
exhibits enhanced anticonvulsant activity when combined with other anti-epileptics. The drug appears 
to stabilize rather than raise the normal threshold. It controls the convulsion rather than abolishing 
the primary focus of seizure discharges. Some experiments show that diphenylhydantoin accelerates 


the process controlling sodium movement across brain cell membranes. Decreased intracellular sod- 
ium and increased extracellular sodium in the brain tissue appears to combat experimentally induced 
seizures. 

USES: Many clinical reports testify to the considerable value of diphenylhydantoin in the symtomatic 
treatment of epilepsy. Patients with grand mal seizures are markedly benefited by the drug and some 
psychomotor attacks are controlled. Diphenylhydantoin affords dramatic relief for an epileptic var- 
iant syndrome, usually found in children, which is characterized by paroxysmal abdominal pain and 
caused by organic cerebral disease or dysfunction. Thalamic and hypothalamic epilepsy, characterized 
by a specific electroencephalogram (EEG) pattern and pain, rage, vegetative symptoms, usually re- 
spond well to diphenylhydantoin and Mesantoin combined. 

The drug is also used for the treatment of disturbed nonepileptic psychotic patients. Excitability 
and irritability are diminished in an impressive number of cases. It is most effective in catatonic 
excitement states. In recent years the drug has been utilized in an attempt to control impulse disorders 
in schizophrenic children. Diphenylhydantoin is further used to soften the seizures of psychiatric pa- 
tients undergoing electroshock therapy, thereby helping to prevent fracture and other traumatic in- 
jury. 

PREPARATIONS: The official preparation is diphenylhydantoin sodium, U.S.P., or Dilantin Sodium, 
N.N.R. It is marketed for oral administration in sealed 30 and 100 milligram capsules. It is also avail- 
able in scored, flavored tablets in the same dosages. 

DOSAGE AND ADMINISTRATION: The initial dose of diphenylhydantoin sodium for adults is 
0.1 Grams orally, two or three times daily. If necessary this may be increased gradually until the 
optimal amount is reached. So critical is the optimal dose level that a reduction by 0.1 Grams daily 
may result in the recurrence of seizures. 

Children more than six years of age may be started on a dose of 0.1 Grams, two or three times 
daily, for one week. This amount may be increased to 0.4 Grams if necessary. The drug should be 
mixed with food to disguise the bitter taste and to lessen gastric irritation. Adults should take the 
drug with at least one-half a glass of water with meals or just after meals in order to lessen the gastric 
distress which is frequently caused by the compound’s alkaline content. In some patients, nausea and 
vomiting may be severe. Relief may sometimes be obtained by administering one milliliter of dilute 
hydrochloric acid with each dose of the drug. 

TOXICITY: Toxic reactions from diphenylhydantoin occur in approximately 15 per cent of patients, 
although the reported incidence is higher in some series. Unfavorable reactions occur mainly in the cen- 
tral nervous system, gastrointestinal tract, liver, skin, gums, and bone marrow. 

PRECAUTIONS: When diphenylhydantoin is being substituted for phenobarbital it is imperative 
that the latter be discontinued gradually over a period of 7 to 10 days. At the same time, an effective 
concentration of diphenylhydantoin must be attained in the body. This will lessen the danger of with- 
drawal symptoms. 





CHLORPROMAZINE TRANQUILLIZER 





DESCRIPTION: Chlorpromazine is also known as Thorazine and Largactil. It is closely related 
chemically to the antihistaminic Phenergan. 

ACTION AND EFFECTS: Chlorpromazine exerts a quieting effect on excited, overactive patients. 
Co-operation and relaxation replace aggressiveness in the patient. An attitude of sober resignation and 
critical reflection is promoted even in acutely disturbed subjects. 

Conventional doses in normal individuals may, however, cause mild hypotension, tachycardia, 

mild hypothermia, nasal congestion, dry mouth, dizziness and urinary frequency. Slight constipation 
may also develop. Larger doses may cause vascular syncope, especially when administered parenter- 
ally. Unsteady gait, motor retardation, and Parkinson facies have also been observed, and the patient 
may complain of being cold, drowsy, faint, and weak. Analeptic agents should not be used to counter- 
act excessive central depression caused by the drug. 
USES: The potent and specific anti-emetic action of the drug is useful in a number of disorders 
which are characterized by vomiting. These conditions include: uremia, labyrinthitis, gastroenteritus, 
carcinomatosis, radiation sickness, and emesis caused by a number of drugs. The use of chlorproma- 
zine in certain psychiatric disorders is currently under study. 

Chlorpromazine is used to control psychomotor excitement and as a substitute for electric shock 
therapy. 

PREPARATIONS: Chlorpromazine is marketed for oral use in 10 and 25 milligram tablets. It is pre- 
pared in ampules of 25 milligrams per milliliter of sterile solution for intramuscular injection. 
DOSAGE AND ADMINISTRATION: The dose for adults is 25 to 50 milligrams, three or four times 
per day. In the absence of vomiting, it may be administered orally. 

TOXICITY: Chlorpromazine causes nausea, anorexia, and epigastric distress in some patients. The 
most serious untoward effect reported to date is jaundice. This has occurred after chronic administra- 
tion of the drug. 

PRECAUTIONS: The incidence of chlorpromazine-induced jaundice is very low, but the possibility of 
its occurrence requires that the drug should not be used chronically in patients with trivial com- 
plaints. Contraindications to the drug include marked central depression, hypersensitivity, and, per- 
haps, liver disease. 
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Only when we learn how to communicate with those 


around us will we be able to establish a good working 


relationship. Continuing the series of articles on com- 


munication problems, Part Il explains some of the 


‘‘why's’’ and ‘‘how’'s"’ of 


COMMUNICATING 


WITH 


OUR 


COLLEAGUES 


by ALICE M. ROBINSON, R.N. 


Director of Nursing Education, 


Vermont State Hospital, Waterbury, Vermont 


N a preceding article, “Under- 
| ee Ourselves,” an attempt 
was made to establish the precept 
that we deal with others in terms of 
our own individuality and we must 
understand and accept ourselves be- 
fore we can understand and accept 
others. 

The next major area upon which 
concentration should be focused is 
that of the nursing problems which 
arise in relation to our colleagues. 
As used here, colleagues refers to 
members of the nursing staff, physi- 
cians and all the personnel of the 
various allied departments in the 
hospital community. 

(Although this article is con- 
cerned specifically with psychiatric 
nursing, its basic principles can be 
applied in all areas of nursing.) 

The word colleague used as a verb, 
means “to form an alliance.” Thus, 
when we speak of our colleagues in 
nursing, we imply that there exists 
among us a satisfactory working re- 
lationship. At the same time, to 
maintain that impaired dynamic re- 
lations and interpersonal problems 
xist only in the area of the abnor- 
mal, is obviously a fallacy. Most 
persons working in the professional 
milieu of health and sickness eventu- 
ally find it necessary to diligently ex- 
amine relationships with co-workers. 
Moral, cultural, social and legal 
codes make such relationships diffi- 

t, and they require a far-reaching 
maturity before’ satisfaction is 
achieved. 

Speaking very generally, the re- 
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luctance on the part of nurses to 
take an active part in staff meetings, 
seminars, conferences, and even con- 
ventions which revolve around pa- 
tient illness and patient care has 
been, and still is, an alarming por- 
tent. The nurse’s presence at such 
meetings has been a fact for a com- 
paratively short space of years in 
the history of nursing. The nurse’s 
ability to convey to colleagues her 
firsthand knowledge about patients 
is just beginning to develop. 

This is, of course, a problem of 
communication. The nursing staff 
actually possesses profound knowl- 
edge of the patient as he is—his ap- 
pearance, his behavior, his own ex- 
pressions as to how he feels, and his 
reactions to all that goes on about 
him. Why have nurses not been 
called upon before for this vital in- 
formation? And, more important, 
why, when called upon, have nurses 
felt so inadequate about communi- 
cating the needed and significant in- 
formation ? 

Perhaps an analogy can provide 
part of the answer to the first ques- 
tion: a man who has a product to 
sell believes it is good and therefore 
goes about advertising it. The pro- 
fession of nuring, older in fact than 
any of the allied disciplines except 
medicine, has been the last to “ad- 
vertise”’ its invaluable contributions 
in sickness and in health. What hos- 
pital could exist without nurses and 
aides? (Aides includes here all cate- 
gories—orderlies, attendants, nurse’s 
aides, volunteers, etc.) Secondly, why 
has the communication of these con- 


Psychologist Donald Eldred helps nurse 
Louise Janz understand his duties by 
explaining the Rorschach test. 


tributions been so difficult? This is 
a question which has been more and 
more in the minds of serious and 
progressive nursing leaders. A large 
part of the problem has had its basis 
in our educational (or, as it used to 
be called, “training’’) programs. 
Somehow or other in the past, the 
nurse acquired the feeling that she 
should be “seen but not heard.” 
Somehow or other, too, she could 
communicate “across the chart’”’ but 
not “across the room.” 

Some of the collegiate programs, 
and perhaps a few of the three-year 
programs, include English composi- 
tion and public speaking as part of 
the required curriculum. These two 
subjects should be a basic part of the 
nursing education of men and women 
whose major task is teaching health 
principles—whether it be in the dark- 
ened bedroom of a rural farmhouse, 
the plain walls of a hospital unit, 
or the occupied seats of a public au- 
ditorium! 

Now that we have examined some 
of the whys of our communication 
problems in nursing, let us look at 
some ways to overcome them—keep- 
ing in mind the suggestion in the 
paragraph immediately above. 

Our two greatest tools are leader- 
ship and education. In speaking of 
leadership, I imply here supervision. 
Good supervision is woefully lack- 
ing in mental hospitals, and yet there 
are more nurses in this particular 
category than in any other. Super- 
visors must first be well-versed in the 
practical knowledge of nursing men- 
tal patients. They must secondly be 
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well-versed in handling people—the 
workers they supervise. It is my 
feeling that aides and nurses, even 
in our worst hospitals, do, for the 
most part, intend to do their best for 
patients, but the tasks are so over- 
whelming that disorganization and 
confusion result when they do not 
have someone to help them, to guide 
and counsel them. 

It is disheartening to hear those 
in supervisory positions say that 
they cannot work with patients be- 
cause there is ‘“‘too much else to do.” 
Actually, those in authority have 
more opportunity to be with and 
work with patients than they real- 
ize, or will admit. Those who are 
secure with patients and secure in 
their knowledge of patient behavior 
make time to be on the wards with 
patients and nurses and aides. One 
of the greatest principles of super- 
vision is that we do not ask some- 
one else to do something which we 
ourselves would not or could not do. 

An example comes to mind of an 
aide and a nurse who were assigned 
to work in an isolation unit. An epi- 
demic of infectious and highly con- 
tagious diarrhea was the reason for 
isolation, and both workers were 


afraid of contracting the disease and 
they threatened to resign. The su- 
pervisor in the area went immedi- 


ately to the unit, rolled up her 
sleeves, and began to bathe patients 
and clean rooms. This alleviated the 
problem almost as soon as it had 
begun, 

Another important principle of su- 
pervision is the possession of respect 
for the worker and the job he is try- 
ing to do. If it is necessary to repri- 
mand or discipline a worker, it should 
be done in private, and away from 
the work situation. Counselling is a 
major area of communication with 
the nursing staff, and a good super- 
visor makes counselling a frequent 
practice. A supervisor can be a 
friend to the personnel. However, a 
small note of warning: such friend- 
ship must be limited. One cannot go 
out and drink beer with the employ- 
ees for whom one is responsible. The 
job of disciplining, reprimanding, or 
even making assignments can then 
become doubly difficult. Loyalty and 
fair judgment, respect and consider- 
ation for others makes one a good 
friend. 

Finally, when one is placed in a 
position of supervising, counselling, 
and teaching others, one must be 
able to admit when one is wrong. 
This is a difficult thing to do, be- 
cause we always feel that we will 
lose the respect of our workers if 
we do. This is a mistaken concept, 
because, on the contrary, workers 
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have more respect for an “author- 
ity figure” who can admit a mistake. 

Teaching is a time-honored meth- 

od of communication. In psychiatric 
nursing, it has gone through all sorts 
of phases—from the extremely di- 
dactic, lecture method to the uncon- 
trolled “permissive” group method. 
It is true that the most successful 
programs of in-service education are 
those which are based on the group 
method. However, many programs 
have been developed employing vari- 
ous teaching methods. They vary 
in length of time from two weeks 
to eighteen months or two years. 
Content is concerned with three ma- 
jor areas: 

1. diagnostic classification, symp- 
tomatology, treatment, and 
prognosis 
procedures and techniques 
the development of healthful 
attitudes toward mental pa- 
tients and their illnesses. 

Ideally, all of these areas should be 
included, but by far the most im- 
portant is the last one—the develop- 
ment of healthful attitudes. 


An attitude is a difficult thing 
to teach. Attitudes are based upon 
one’s reactions to past experience, 
one’s preconceptions, and one’s basic 
relationships to others. Thus, the 
teacher of attitudes must be especial- 
ly well equipped both through ex- 
perience and education. An inherent 
respect for the role of the worker is 
essential before one can successfully 
educate him. The relationship of the 
instructor to the students, the posi- 
tion of the instructor in the admin- 
istrative hierarchy, the ability to di- 
gress from the subject to a point of 
satisfaction for the group, and the 
facility for drawing out the person- 
al experiences of the student, all 
lead to more valuable teaching-learn- 
ing encounters. 

Informal classroom teaching 
(group), as the name implies, pre- 
supposes a situation where teacher 
and students are active participants. 
This method makes available to stu- 
dents a particular body of knowl- 
edge, but it is presented in such a 
way that everyone teaches and 
everyone has the opportunity to 
learn. 

Some groups decry as “silly” and 
unnecessary the very important is- 
sues of seating arrangements, the 
use of audio-visual aids, role-play- 
ing, between-hour breaks, letting the 
class vote on whether or not there 
will be smoking, and so on. Class 
members should discuss the kind of 
exam they want, request field trips 
(and get them!), and be allowed full 
expression of their contributing ex- 
periences. The need for acceptance 


and recognition in a group is as great 
here as anywhere, and the reticent 
member, or the member whose con. 
tributions may seem meaning|ess, 
must be supported and encourazed, 

Informal classroom teaching can 
get out of hand, for example, when 
the group becomes too involved jin 
trivia, and the instructor is not 
strong enough to pull them out, or 
when the instructor becomes too 
comfortable with the informality and 
rationalizes the need to educate in 
favor of the need for informal rela- 
tionships. 


In the use of informal teaching, 
several other things need to be con- 
sidered. At the first meeting the 
group is usually expectant (particu- 
larly those who are attuned to didac- 
tic teaching) and the leader, whom 
we assume to be the nurse-instructor, 
must give in to the expectancy to 
a certain extent. A nonparticipant 
leader in such a group arouses such 
anxiety and hostility that rapid dis- 
integration is likely to occur. How- 
ever, the clever and astute leader 
takes opportunity, in the first meet- 
ing, to describe group process, to 
suggest the use of at least an ob- 
server, and possibly a recorder, and 
to allow the group members oppor- 
tunity for their suggestions. The 
position of the leader should be clear. 
This, incidentally, brings up a very 
important point—namely that the 
group leader—for more valuable ul- 
timate outcome—should not be a per- 
son administratively connected with 
the group. The group will not feel 
free to develop their really important 
problems in the presence of a person 
who may be somewhat responsible 
for the problems, The group should 
be allowed to discuss whatever is 
uppermost in their minds, although 
the initial contact should be discus- 
sion of patient problems. The re- 
sponsibility of the group leader is 
toward the members, not the con- 
tent. The leader cannot allow, for 
example, any member to be cruci- 
fied; no member should be sub- 
merged; a member’s opinion should 
have group respect-—emulated from 
the leader. Role-playing can be used 
successfully in informal group dis- 
cussion. 

Group discussion ties in nicely 
with the very important area of clin- 
ical teaching. There is no doubt that 
clinical teaching is the most valu- 
able of all teaching methods since 
it employs immediate situations and 
teaching by experience and imita- 
tion. 

In schools of nursing, the clin- 
ical instructor theoretically is pres- 
ent on the ward, and teaches at the 
bedside. She is with the student 
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se as the student makes beds 

h patients in them, catheterizes 
ents, gives intramuscular injec- 

is and other complicated proce- 
es. The instructor is more sup- 
tive than demonstrative. 

n a situation where it is possible 
provide clinical intruction and 
rvision for nurses and aides, the 
hiatric nursing instructor should 

herself available at crucial 

s. In order to do this, she should 

be present on the wards as much as 
possible. She must know the patients 
in the learning situation—since the 
secret of good psychiatric care is in 
knowing patients. When a patient 
becomes disturbed, a manic is “per- 
forming,” a patient won’t eat or 
bathe, a patient is agitated and self- 
abusive—what does the nurse do? 
How does she know what to do 
(other than through that very valu- 
able asset, intuition) unless she can 
observe the trained and experienced 
instructor? Then—how does she ex- 
press her feelings—her fears, or an- 
ger, or inadequacy—unless she has 
an opportunity to discuss them in a 
group following meaningful experi- 


ences? She and other members of 


the group have shared an experience, 
and it needs talking out. Thus, one 
can conceivably and valuably com- 
bine clinical teaching and group dis- 


cussion, and these do not exist very 
well, one without the other. 

The foregoing discussion of some 
teaching methods for use with psy- 
chiatric nursing personnel represents 
the utilization of the second tool for 
communication. It is obvious that we 
must keep working toward the ulti- 
mate goal of some type of education- 
al experience for all nursing per- 
sonnel working with the mentally 
ill. Through such a program a great 
deal can be accomplished in the area 
of preventive work in psychiatry. 
Most of all, we will be able to pro- 
vide maximum nursing care for our 
failures—the vast numbers of chron- 


ically ill. Preferably, one would hope 
for education previous to the actual 
experience, or, at least, an _ inte- 
grated program which would include 
both in a productive co-existence. It 
is also obvious that the inherent qual- 
ifications of psychiatric nursing in- 
structors and supervisors—a sense 
of comfortableness, practical experi- 
ence, and education, plus respect for 
the important position of nurses and 
aides in the hospital—are implicit in 
their jobs. 

It goes without saying that such 
supervision and instruction has to 
be a continuous process—24 hours 
a day, seven days a week. 

Communication cannot be limited 
to the nursing staff. We are faced 
with the fact that we must recruit 
more nursing personnel, and thus we 
must extend ourselves into the com- 
munity. What satisfactions are there 
in psychiatric nursing? Do we know 
ourselves? What opportunities are 
available to the nurse who chooses 
psychiatry? Is psychiatric nursing a 
specialty, and, if so, what should be 
the prerequisites or requirements? 
Is an affiliation enough? And what 
kind of integration is there in our 
basic and collegiate programs? The 
answers to these questions are neces- 
sary in our own hospitals, and then 
we must talk to other nurses and 
student nurses and citizens. 

And what of our relationships and 
ability to communicate with allied 
colleagues? Almost every day we are 
in contact with one or more of the 
following—doctors, occupational and 
recreational therapists, psycholo- 
gists, social workers, laboratory and 
X-ray technicians, housekeepers, 
maintenance workers, and a host of 
others upon whom we depend for 
their individual contributions to the 
care of patients. Why is there some- 
times a “strain” in the relationships 
of nurses and the personnel of other 
departments? Why does “rivalry” 
exist? 





Rapport between doctor and nurse must be established. Here Alice M. Robinson, 
R. N., discusses a nurse’s notes with Dr. Maurice Caron, senior physician, Women’s 
Service, Vermont State Hospital. (Photos by Rupert A. Chittick, M.D.) 
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Because of limited space, the psy- 
chological reasons cannot be in- 
cluded, although there are such rea- 
sons, and-many of us will be aware 
of them. 

Probably the most significant rea- 
son is that we are not fully aware 
of the function and aims of other 
hospital workers. For example, ex- 
actly what is the role of the psychol- 
ogist? He sends for a patient and 
the nurse concerns herself with find- 
ing someone, in her busy ward, who 
can be spared to escort the patient 
to and from the psychologist’s office. 
What happens to the patient the hour 
or two he is away? What does the 
psychologist do, and why does he 
do it? How does the patient feel, 
for example, when he is given a 
Rorschach—a “silly, ink-blot test’’? 
What bearing does the psychologist’s 
work have on the ultimate prognosis 
of the patient? How many nurses 
and aides know the answers to these 
questions ? 

If the nurse takes time to talk with 
the psychologist, to learn his place 
in the scheme of things, and to un- 
derstand his particular relationship 
to patients, she will have established 
a basis for future communication. 
Not only can she learn a great deal 
from him about her own patients, but 
she can also tell him some of the 
ward problems, and thus can inform 
him of the function and aims of the 
nursing staff. As the old saying goes: 
“The door swings both ways!”’ The 
very same edict can apply to the oc- 
cupational therapists, social work- 
ers, etc. 

Finally, and with particular refer- 
ence to psychiatric nursing, what of 
the nurse’s relationship to the doc- 
tor? Nurses do know the function 
and the aims of the doctor. But many 
doctors still must learn the function 
and aim of nurses! Some of the out- 
standing psychiatrists in this coun- 
try have said: “We don’t know what 
a psychiatric nurse is. We don’t 
know her role in relation to our 
patients. What does she do? What 
can we expect of her? For a long, 
long time, we didn’t have any psy- 
chiatric nurses. Now that we have a 
few, where, in our hospitals, can they 
help us most?” 

Thus, a mutual give and take be- 
tween nurses and their colleagues 
will create an “alliance” which will 
greatly enhance all aspects of patient 
care. In some of our hospitals and 
community groups, such communica- 
tion is improving. But, in many areas, 
there is little or no communication, 
and patient care is crippled. 

If I cannot talk and feel things 
with and about my co-worker, how 
can I function with patients? 
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Margaret and Frances O'Callahan look up a new drug in the kardex file while Eileen checks a patient’s chart. Josephine is call- 
ing a doctor to report on a patient's condition. The four sisters studied at Somerville Hospital in Somerville, Massachusetts. 


FOUR SISTERS 
IN NURSING 


by JOSEPHINE A. O’CALLAHAN, R.N. 
Assistant, Nursing Arts Department 
Somerville Hospital, Somerville, Mass 
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> is call- 
chusetts. 


Eileen, at left. removes sponges from a sterile container 
with transfer forceps. At the medicine closet, right, Josephine 
supervises a student who is pouring a medication. 


Anywhere you turn in Somerville Hospital today, 


you're likely to meet one of the O'Callahan sisters— 


all nurses—Margaret, Eileen, Josephine and Frances. 


As far back as I can remember, 


Margaret, my oldest sister, al- 
ways wanted to be a nurse. Even as 
a child, that’s all she ever talked 
about. She was constantly bandag- 
ing our cuts, scratches, and bruises— 
and with three active younger sisters, 
there was plenty for her to do. So no 
one was particularly surprised when, 
in 1951, Margaret entered training 
at the Somerville Hospital School of 
Nursing. 

Margie took to nursing with the 
ease of one born to the profession. 
She loved everything about it. Many 
were the nights she kept us up talk- 
ing about the humorous incidents 
which occurred in the nurse’s home 

. about the amusing things that 
happened to her on duty . . . about 
the sad ones, too. 

For two years we lived through 
her training with her, sharing her 
Joys and sorrows, her fascination 
with the work she was doing. It 
was impossible to resist Margie’s en- 
thusiasm. We were all caught up in 
it. In 1953, while Margie was still 
in training, my sister Eileen and I 
entered training. 

\s we look back over our training 
period, only now do we appreciate 
its true value. We were always 
learning how to adjust to new situ- 
ations. As we shared our problems 
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and pleasures with our classmates, 
we began to feel a part of the profes- 
sion of nursing. The classroom and 
the tireless efforts of our instructors 
prepared us for situations we would 
encounter in actual nursing practice. 
On the wards, we were awkward at 
first but, with supervision and guid- 
ance, we gradually became more 
adept in the skills of nursing. 

In 1954, Somerville Hospital grad- 
uated the first O’Callahan—Margie. 
It was a joyous event for all of us, 
but my parents were especially proud 
when Margie received the Scholastic 
Achievement Award for her class. 

In the fall of that year, the fourth 
O’Callahan entered training. Just as 
Margie helped and encouraged Eileen 
and myself during the more difficult, 
early days of training, we tried to do 
the same for Francie. But she dis- 
covered, as we had, that it is your 
classmates and _ instructors—with 
whom you share so much of your 
life—who help you the most. 

Both Eileen and I were graduated 
from the School of Nursing in 1956. 
It was an honor and a surprise that, 
during the graduation exercises, I, 
too, received the Scholastic Achieve- 
ment Award. 

This past September, the fourth 
and last O’Callahan sister—Francie 
—was graduated. It was a special 
thrill for us when we watched 


‘ 


At the left, Margaret checks her patient's pulse before re- 
cording the patient’s temperature and respiration. Francis, 
right. supports a patient as she gets out of bed. 


Francie step up on the stage to re- 
ceive the Scholastic Achievement 
Award—the third in our family. 

That night we gave a party for 
Francie. It was a wonderful party 
and after the last guest had gone, 
we all sat around and talked—a sort 
of summing up session. We agreed 
that nursing has given us a feeling 
of self-satisfaction and a wonderful 
sense of achievement. It is most re- 
warding to watch the progress of 
patients who are physically and/or 
emotionally incapacitated, and to 
realize our own small part in helping 
them to return to a healthy, normal 
life. 

Tomorrow you will find us all at 
the Somerville Hospital, each serv- 
ing in her own niche in nursing 
Margie, as assistant head nurse on a 
private surgical floor—Hileen, as as- 
sistant head nurse on a male medical 
and surgical ward—Francie, under- 
taking her new responsibilities as 
a staff nurse on Eileen’s ward—and 
I, in my never-ending rounds of the 
wards as an assistant in the Nursing 
Arts Department. 

In the future, Francie and I 
hope to further our nursing educa- 
tion at Boston College, but for all of 
us, the future is bright. We have ac- 
complished our first major goal. 
We are a part of the most rewarding 
profession in the world—nursing. 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


by THERESA G. MULLER, R.N. 


Professor of Nursing and 

Educational Director of Graduate Studies 

in Psychiatric Nursing 

et the University of Nebraska, Omaha, Nebraska 


AST month we spoke about the need for striking a 
balance between objective reality and formless 
idealism. We must be realistic, but we must also be 
“idealistic” if we are to achieve stability and progress. 
When we maintain a crystallized form in spite of chang- 
ing reality factors, this form takes on a kind of un- 
reality. Whereas, that formless thing we call an ideal 
no more tangible than an electric current—becomes 

a dynamic force in creative progress. 

Perhaps this explains why we strive weakly toward 
a so-called reality goal which is set up to us as a 
standard of achievement. On the other hand, the energy 
released by relevant applications of what we know about 
behavior dynamics contributes to the achievement of 
ideal nursing practice. The most talented of us seem 
to be relatively effortless in making appropriate nurs- 
ing associations. But close observation reveals that the 
advantage of the talented may not lie nearly so much 
in the amount and degree of creative potentials as in 
the intensity of a drive to care enough to bring them to 
actuality. Here we find that the known measures for 
assessing intellectual ability or the accumulation of 
knowledge fail to reveal the motivating forces that 
contribute to the relevant or irrelevant ends are 
thereby achieved. 

The instructor we spoke of in last month’s article 
undertook as a project for graduate study the dynamic 
basis of the changes in the outlook of nursing students 
during their preparation for nursing. She admitted her 
expectations of finding a “reliable formula” which would 
help motivate them to go forward in their studies. 

“How ridiculous my questions must have sounded,” 
she explained. “In a previous psychology course, I had 
studied about motivation, but evidently without any 
felt need to make the application to acquire the under- 
standing I needed.” 

She discovered that a student, unaware of the con- 
flicting drives for self-preservation, self-propagation, 
and self-esteem, nevertheless takes the steps most likely 
to satisfy her needs of the moment. These steps may not 
be consistent with a self-ideal, or with a teacher’s ex- 
pectations. 

It is important for the teacher to understand these 
conflicts within the student. Only then can she direct 
her and give her the necessary assurances. Only then 
can she help a student work through the stages of ap- 
parent failure, rather than succumb to hopelessness or 
inertia. 
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Often the assignment of studies interferes with the 
pleasure goals of the student. The student then resents 
the teacher for making these assignments and casts her 
in the role of the villain. The student also is often frus- 
trated over irksome everyday tasks. 

How then is she to achieve satisfactions? It has 
been said that satisfaction does not necessarily come 
from doing what we like, rather it comes from learning 
to like what we must do. A wise physician further com- 
ments:' “If we grant distinction between pleasure and 
happiness, then the satisfaction of the libido in any of 
its forms is the source of pleasure, but the contentment 
which arises from the control of the libido is happiness.’ 

As the graduate student reflected on the possibl 
sources of a nursing student’s relation to authority, sh 
blamed herself for past omissions and commissions 
which may have contributed to the difficulties of thos: 
for whom she was responsible. She thought, “How awe- 
some it is to think of the influence one human being has 
or may have, on the life of another.” 

Then she learned that growing into maturity, even 
under the most ideal circumstances, requires a degre¢ 
of effort toward self-responsibility. Unfavorable founda- 
tions of heredity or environment, however, need not be 
life-long handicaps if positive motivations can be fos- 
tered to overcome defeatist attitudes. Indeed, a negative 
condition sometimes becomes the necessary stimulus 
release surplus energy for constructive purposes. 

Now we may find that fear of exposing our human 
fallibility may keep us from assuming our rightful adult 
responsibility. It should help us to know that mistakes 
need not keep anyone from exerting himself to throw 
off the binding handicaps—whether these stem from 
overprotection or deprivation. 

Two examples of the opposite environmental ex- 
tremes are found in the following autobiographies. They 
show how energy for creative living is freed by the will 
of a person who comes to grips with internalized self- 
limitation. 

The author of The Little Locksmith? tells us of 2 
physical limitation enhanced by family overprotection 
from which she struggles to release herself. As she 
later progresses toward psychological growth and de- 
velopment, clues are given to the sources of the urgé 
to rise above the negative conditioning factors. 

His Eye Is on the Sparrow® unfolds the story of 
environmental deprivations which challenged the author 
to search for creative meanings for herself, even though 
her way was not wholly approved according to some 
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idards. This indicates that each of us must struggle 

ind his own best way. 

In this connection, it seems fitting to comment on 
a painful self-application by a reader of the June article. 

told of her indulgences of a grown son. To make up 

the early loss of his father, she granted every wish 
could. Now she blames herself for his failures. This 

-blame is likely to lesson her ability to impose the 

ssary restrictions to help him overcome the weak- 

i foundations in his life. However, some consola- 

may be found in knowing that, in such instances, 

in rely on professional assistance. There is nothing 

be gained in vain regrets over blind concern for the 

elfare of a loved one, At this point we might find it 

sirable to work out the problems in a situation un- 
involved with negative emotional ties. 

Each of us, sooner or later, needs to grapple with 
frustrating limitations of some sort. All of us have 
experienced innumerable frustrations from which we 
generally try to move in search of relief. The nursing 
arts instructor who was irritated over her inability 
to cope with the waning enthusiasm of nursing students, 
turned to workshops and courses on behavior dynamics 
for answers to her problem. As a workshop member, 
she found others had problems similar to hers. Like 
her, they had not reached satisfactory solutions. 

Then an interesting change took place. She trans- 
ferred her irritation from the original problem—the 
nursing students—to a new one—the instructor in whose 
course she had enrolled to find some answers to her 
questions. When she did not find them immediately, 
she blamed the instructor. Only then did she begin to 
see her own dilemma as a possible representation of 
the difficulties experienced by her students. She began 
to understand that knowledge of human behavior is 
meaningless unless it can be brought into the perspec- 
tive of an individual person. 

We find that the acquired knowledge of generaliza- 
tions in the biological, social, and medical sciences are 
helpful in identifying our common human character- 
istics. We are less likely to note, however, that these 
same generalizations can keep us from seeing the infin- 
ite variations in the modifications of these character- 
istics brought about by the interweaving of hereditary 
and environmental factors. As a graduate student, the 
instructor expected to find some tangible means for 
removing the causes of tension and anxiety. She found, 
instead, that some causes are beyond one’s control. 

Was this a possible clue to the impasse of her stu- 
dents? Was she responsible for raising barriers similar 
to those she found so unbearable? Was she comfort- 
ably accepting what cannot be changed while actively 
striving to work on improvable conditions? 


Further insights were now revealed to the gradu- 
ate student. Like herself, nursing students are likely 
to be unaware of the sources of their conflicts. These 
conflicts reside in the striving for the satisfaction of 
opposing biological and socia] needs. She now wondered 
about their possible inability to understand the very 
actions so disturbing to her. Then a long-forgotten 
incident came to her mind. She remembered how a 
limitation, founded in an experience as a child, was 
later resolved by an association with an understanding 
supervisor during her first year of preparation for 
nursing: 

At the age of seven, my grandmother became 

ill and died in our home. I was curious about the 

meaning of death and why it disturbed my parents 

and neighbors. The mystery was all the greater 

because the room in which my grandmother lay 

was forbidden to me. Needless to say, this raised 
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the temptation. I waited for my chance and peeked 

through the door just as a sheet was being pulled 

over her face. Then a terrible fear engulfed me. 

My family tried to be helpful with explanations 

about the funeral which I attended. But the earlier 

experience of terror could not be shaken off then. 

The intensity seemed to increase with the passing 

years. After that, every funeral of a family or 

community member brought on chilliness, chatter- 

ing teeth, roaring in the ears, cold, clammy hands, 

and nausea. : ; 

This fear of death was one of my greatest 
concerns in going into nursing. My first experience 
with death fortunately came with the help of a 
supervisor who showed far more understanding 
than I was capable of appreciating at the time. 
Even though I was standing by and available to 
give her the help she needed, no request was made 
for it, nor was any comment made about my with- 
holding assistance to her. I wonder now at her 
ease in accepting my inability to do what needed 
to be done. 

Until now, I seem to have forgotten how much 
more this did for me than any amount of plead- 
ing, coaxing, arguing or force could have done. 
The final conquest, it is true, had to come from 
my own efforts, but this would not have been pos- 
sible without the co-operation and emotional sup- 
port given to me when I needed it. 

This experience of long ago helped me to over- 
come a specific fear; but only now can I appreciate 
this as an illustration of the meaning of the psy- 
chological abstractions of acceptance and identifi- 
cation. It seems as though the effective applica- 
tion of these concepts is dependent upon the com- 
ing together of the intellectual formulation and a 
meaningful experience. 

Our search for more precise guides along the way 
toward increasing acceptance of mature responsibil- 
ities takes us along pathways clouded by the unreal- 
ities which hide unwelcome sights and feelings from 
our view. These, then, become limiting factors in mak- 
ing one’s choices in his daily life, where innumerable 
life associations tend to sway us indecisively until an 
inevitable choice is made. 


Sometimes, the wisdom of our choice of an action 
is not disclosed until subsequent events bring it into 
question. Even then no easy task confronts us in assess- 
ing what might have been. Some apparently clear 
guides gleaned from the fruitful experiences of another 
person fail to give us similar results. Even a former 
satisfactory experience of our own may not be success- 
fully repeated. Difficulties are encountered in disen- 
tangling the interwoven threads of human relationships 
to discover the infinitely varying combinations of the 
elements of heredity and environment making up the 
life of a particular individual. We slowly learn to clearly 
see some of these factors. The poet Browning ex- 
pressed the developmental implications as follows:* 

So far I rightly understood the case 

At five years old; a huge delight it proved 

And still proves—thanks to that instructor sage 

My Father, who knew better than turn straight 

Learning’s full flare on weak-eyed ignorance, 

Or, worse yet, leave weak eyes to grow sandblind, 

Content with darkness and vacuity. 
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How valuable is the group method in teaching? What 


can a teacher do to create a good learning environ- 


ment? How much support should be given a student? 


A panel of nurses presents these questions to a pioneer 


educator in Part ll of a Workshop on 


by MARIE I. RASEY, Ph.D. 


Professor of Educational and Social Psychology, 
College of Education at Wayne State University 


AST month we presented Part I 
L of a workshop held at the Ne- 
braska Psychiatric Institute on the 
dynamics of teaching, conducted by 
Dr. Marie I. Rasey, Ph.D. Dr. Rasey 
spoke about the problems of com- 
municating with students, the diffi- 
culties involved in working with a 
group and the need to create a favor- 
able habitat in which to work. By 
habitat Dr. Rasey means an en- 
vironment that will best facilitate 
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learning. ‘‘We must,” says Dr. Rasey, 
“make it easy for the learner to find 
what he ought to have and less easy 
to get what he doesn’t need.” 

This month we present the panel 
discussion that followed Dr. Rasey’s 
lecture. 

The panel members are: Mrs. Shir- 
ley Snoberger, leader of the group on 
Basic Students in General Nursing; 
Miss Ruth Johnston, representing the 
group on Non-Professional Person- 


nel; Miss Esther McGregor, repre. 


senting the group on the Basic 
dent in Psychiatric Nursing; 
Elaine Mansfield, leader of the g 
on the General Duty Nurse an 
Patient. 

Moderators for the discus 
were Miss Theresa G. Muller 
Miss Hook. 

MRS. SNOBERGER: How can 
method be applied to science sul 
or to any large group? 

In a large group of students, wher 


one is way out ahead of the rest— per- 
haps even ahead of the instructor her. 
how can you help that student 


self 
have a good learning experience, on 
that is well balanced and well guided 

What can a teacher do to inspire th 
readiness of all learners at the san 
time? It is a well known problem that 
students’ readiness in a@ nursing pro- 
gram does not come at the same tiny 
yet the way the program is planned 
we expect them to be ready all at onc: 

DR. RASEY: One of the most confus 
ing things in this whole business of 
teaching is the assumption that in 
class, the same thing must be happen 
ing to everybody at the same time. We 
all know (and this isn’t anybody's 
theory—not even Rasey’s—this is lab- 
oratory evidence) that the members ir 
a group are not alike. It is not likely 
that anything you do to them will mak: 
them alike—unless you put them all t 
sleep. Even then they won't all be alik 
because some will snore and others 
won't. 

What, then, are we going to do about 
the student who goes far ahead of his 
class—perhaps even ahead of his teach 
er? Short of putting a brick on his 
head so he won't go so fast, there is 
little you can do to keep everyone at 
the same level. Nor is it necessaril 
desirable to keep everyone doing the 
same thing at the same time. 

A division of labor has worked for 
us for a long time. You all chose you 
particular line of work and prepared for 
it. I chose mine. I never for one minut 
wanted to be a nurse and there ma 
be some of you who never once wante¢ 
to be a teacher. We all have our ow! 
particular interests and we tend to fo 
low in those directions. 

Only very small children are not dis- 
criminating in their curiosity. The) 
want to see everything. To them, noth- 
ing is stranger than anything else 
But except for the very young, you 
cannot expect students to show the 
same degree of interest in everything 

Teaching is very much like focusing 
When I was a child on the farm ou 
lanterns all had a thick spot called 
a bull’s eye. None of us were a)0\ 
breaking the lantern to get at thal 
bull’s eye. Then, if you held it in th 
sun in a certain way, and had son 
flammable material, you could 
the parallel rays of the sun, focus ther 
right on this material and set it on fre 
Something similar happens with cur 
osity. Certain items act as the bull's 
eye and help us focus our attention 


tok 


NURSING WCRLD 








fth { 
I Q. of 


school 


z Uy 
n the 


ISslons 
sr and 


j oup 
ud jects 


, wher 
t per- 
‘or her- 
Student 
ce, one 
juided? 
pire the 
e same 
om. that 
1g pro- 
e time 
lanned 
wt once 
confus- 
ness of 
at in a 
happen- 
me. We 
ybody's 
is lab- 
ibers in 
t likely 
ll make 
n all t 
ye alike 
others 


lo about 
i of his 
s teach- 

on his 
there is 
yone at 
essaril| 
ing the 


ked for 
se youl 
ared for 
» minute 
‘re maj 
wanted 
yur own 
i to fol- 


not dis- 

They 
m, noth- 
ng else 
ng, you 
iow the 
rything 
ocusing 
arm our 
t called 
e above 
at that 
t in the 


¢ ,ppose the intelligent child does ex- 

| his teacher. Why should we worry 

t that? We live in a world where 

of folks are smarter than we are 

some aren’t as smart—we don’t 

to worry about that. We are each 

we are and we get used to that. 

)'t a major tragedy for most of us. 

is a major tragedy, we are a little 

' ied about the mental health of the 

individual who must be smarter than 
invone else. 

You know that in your adult groups 
you probably have reading rates 
with comprehension three times as 
great for one student as for another. 
What do you want to do—give that per- 
son three times as many books to read? 
Perhaps you might cut down on the 
recommended number of books dealing 
the slow learner. But, it would 
seem much better to arrange our 
classes so that anyone could take hold 
it the spot where he would wish to take 
hold, or where he could have some of 
his needs met. 

We should look at the superior stu- 
lent. He’s quick to wonder—that’s how 
he got to be superior. Perhaps he had 
1 better perceptive apparatus. He feels 
things more; he hurts more; he enjoys 
things more. If you enjoy more, you 
will hurt more. The thought applies, 
for example, to sounds for the musician. 
The better he hears, the worse some 
sounds will seem to him—the drip of 
water in a pan sounds worse to him 
than to those of us who don’t have 
musical ears. I may feel terrible about 
mismatched pinks. But the drip of wa- 
ter wouldn’t bother me since I don’t 
know one noise from another, even the 
one they call music. 


with 


I had such a superior child in the 
fifth grade in our school. He had an 
LQ. of 164. Our children go to a public 
school which is no better nor no worse 
than other schools. Its tempo is a little 
bit slow, and it is likely to be manned, 
s most small town schools are, by the 
people who have come back into teach- 
ng. The teachers have motherly qual- 
ties, which for “my children” (Ray- 
swift Gables Research Center for Ex- 
eptional Children) are very good. They 
know what is wrong in education 
for their children, and they are trying 
to make alterations. I would have ex- 
pected this superior child to be bored 
to tears because the teacher was cer- 
tainly not in the front row when they 
passed out the brains. She was in great 
trouble sometimes with questions which 
revealed abysmal lacks. But, he wasn’t 
bored and he was learning. 

I began to think—maybe that is what 
we should do with superior children 
find them inferior teachers. We don’t 
have to look far in my profession. 

But, what had actually happened was 
that his teacher was a good wonderer. 
The pupils were reading about time, 
studying about time zones. The teach- 
er talked about water-clocks and won- 
lered if anyone knew how they worked. 
I didn’t hear anything about it at 
home, but this youngster had built a 
Water-clock that worked. This had 
lone the teacher, as well as the rest 
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of the children, a lot of good. The 
youngster was pleased, and he had been 
occupied. He hadn’t made the teacher 
any trouble in his spare time because 
he had been occupied constructively. 


Nobody has to be worried about that 
youngster’s learning even if he were 
ahead of the teacher. He could find 
out anything he wanted to know. He 
was research-minded. When he wanted 
to know something he asked questions. 
I spent one afternoon trying to answer 
his question “How do horses make 
tracks?” 

We should let the children go in 
search of some of the answers. The 
child said, “I found out that all work 
horses are boy horses, and riding horses 
are girl horses.” I said, “Isn’t that 
queer? When I was a little girl, it was 
just the opposite.” He drew a deep 
sigh and finally said, “Well, I don’t 
know all the horses in the world.” He 
is doing all right now; he is in his late 
teens and doing research in his field. 
The fact that I wouldn’t know the first 
thing about making a _ water-clock 
doesn’t matter. This isn’t the only thing 
that this youngster knows that I don’t 
know. 

Somebody asked me about these su- 
perior children and said, ‘How in the 
world do you ever keep up with them?” 
I don’t try to. I just wait and get 
them on the second round. If it hap- 
pens once and I don’t know the answer 
to their questions, I get busy. Then, 
if it happens a second time, I'll have 
at least a possible line of procedure 
with which I can experiment. This 
doesn’t worry me much—what we will 
do with this one exceptional student. 
If he is as exceptional as this, he is 
going to run away from anything that 
the teacher could do for him in that 
grade quite a while before that semes- 
ter is over. He will be happy only if 
we help him find a larger dimension in 
which to do his research and learn- 
ing. He doesn’t have to be pushed 
around—that is what we have never 
learned. He can push himself. 

MRS. SNOBERGER: How can we make 
assignments so that they will be more 
inspiring to the basic student in nurs- 
ing? As an example of this, one girl 
commented on the readings assigned 
for this workshop. She said that with 
the begining nucleus that was given to 
her, she read a lot, following additional 
references. Had she been told by the 
person in charge, “Here is the bibliog- 
raphy that you have to read before you 
come,” she was sure she would not 
have read a thing. What can we do in 
our bisic schools of nursing to stimu- 
late that sort of reading, instead of 
using our traditional methods of as- 
signment ? 

DR. RASEY: I find that with my ad- 
vanced students, I fare much better if 
I don’t make any assignments at all. 
I can say, “This is something that last 
year’s students did, and nine out of ten 
of them said that this was the most 
profitable thing they had ever done. 
Would you be interested in hearing 
about it? Their interest is aroused. It 
is a showman’s trick, but it isn’t the 


only dishonest trick in my profession. 
I imagine you have some in yours. Of 
course they’d like to hear about it. So 
then we go ahead and tell them what 
the students found profitable about it. 
It can be implied that they might find 
it profitable too, if they’d like to under- 
take it. 

Out of a class of 30, 28 will try 
it. The other two are the same ones, 
who in any other class would have 
swiped a paper already done. Maybe 
they would have recopied it, or maybe 
they would only have erased the other 
person’s name, and put their’s on it. 
This percentage of rogues won’t change. 
much, I think, at least not at the level 
you have them. It seems to me that we 
do much harping back on having stu- 
dents at the same place. You don’t get 
them at the same place, no matter 
what you do; so instead of getting ex- 
cited about it, you might just as well 
take them as they are. 

What kind of assignments can you 
give? There is self-assignment, with 
the gradual withdrawal of the assign- 
ment idea as such, and the acceptance 
of the project. For example, I could 
say to high school students studying 
Shakespeare, ‘We don’t know very 
much, do we, about what was going on 
in London at the time Shakespeare was 
writing.” Or, “How come some cities 
got to be so big when others didn’t 
grow at all.” It doesn’t matter in what 
area we are “how coming” as long as 
it relates to the field we are discussing. 

We might say to the youngster, 
“Why don’t you find out about that? 
I'll help you find some material on it. 
I don’t know very much about it, but I 
wish I did.”” When he feels he is going 
to serve your needs as well as his, he 
will see a reason for doing it. 

MISS MCGREGOR: What factors con- 
tribute to the student-teacher relation- 
ship as it relates to habitat? We men- 
tioned this specifically in relation to 
motivation of learning, counseling of 
students, the understanding of self, and 
the promotion of the student’s self- 
understanding as the student-teacher 
relationship continues. 


The second area was that of convey- 
ing the intangibles in psychiatric nurs- 
ing, for example, the attitudes that are 
influential in moulding and influencing 
the growth of the learner, the attitudes 
that are so much a part of interper- 
sonal relationships. 

Also, how can we convey the con- 
cepts and interpretations of the psy- 
chological concepts themselves? At 
times we know that they are complete- 
ly rejected, and other times they are 
conveyed so that they are completely 
rejected, and at other times they are 
conveyed so that they are understand- 
able and acceptable to the student 
group. 

MRS. MANSFIELD: We particu- 
larly interested in a clarification of the 
concept of habitat. How does it relate 
to physical aspects, to the needs of the 
teacher and learner, and how can you 
tie together course content with hab- 
itat? 

How can we create 


were 


a habitat which 
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learning ? 
What 
don’t know for 


will promote 
DR. RASEY: 
itat? I 


constitutes hab- 
sure, though 


I've spent a year and a half studying 
it. I’m sure of only a few factors. 


First: I’m sure there must be in this 
human habitat that which is problemat- 
ic—that is, a problem which the indi- 
vidual sees in terms of his own neces- 
sities and desires. 

Second: There must be other people 
There must be some communal ar- 
rangement. It’s more than a matter 
of religion or philosophy. It means 
survival. Man cannot live to himself. 
He learns to depend on _ others. 
Three things I’ve always marveled at: 
blocks put together make a structure; 
cells which you can hardly see make a 
body; and yarn, stringy yarn, a stitch 
at a time, can finaly make area. You 
need each block, each cell, each stitch, 
to make a whole. In this way the 
human being needs all other human 
beings. 

The third thing in habitat is what 
I call “wondering.” There is always 
somebody who has done a lot of won- 
dering and found a lot of answers. This 
gives direction to other people’s won- 
dering. The best professor I have ever 
had was always wondering. As we go 
off trying to satisfy his wondering, it 
becomes ours. We develop some self- 
directing feelings. In this self-direc- 
tion, we hit a snag and wonder what 
we should do next. Or how do we go 
about solving this problem? 

A teacher should establish a rela- 
tionship that will leave the student free 
to ask him how he might proceed. I 
think there is a greater function for 
teachers than there has ever been be- 
fore. I am sure this must be in the 
habitat. 

I have at times, and I am sure you 
have too, thrown out wonderings in a 
adults and found no takers. 
Well, so what. I'll wait until tomor- 
row. Throw them out in a different 
way and then maybe there will be two 
or three takers. A person might say, 
“Yes, I'm interested in that,” and then 
go ahead and put some study in that 
direction. Then, all they want of me 
is to get out of their way until they 
reach something they can’t meet and 
maybe I can. 

There is another thing in the process; 
you might call it idle curiosity. I won- 
der how many people there are in 
Omaha. I probably won't have time to 
try to find out—but I can conceive of 
idle curiosity being a very vital thing 
for me to have. I could ask about the 
population, and if nobody knows, I 
could go look. Probably, I would ask 
for two reasons: the first is innate 
laziness; the second is that I learn bet- 
ter by hearing than by seeing. I could 
read the figure and in fifteen or twenty 
minutes I might have to go and look 
it up again, because I don’t remember 
what it was. But, if I hear it and then 
write it down, I’m more likely to re- 
member it. That is my pattern of 
learning——-someone else may learn in a 
different way. 

What about physical things that go 
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into the habitat? If you want to learn 
how other creatures live, we have crea- 
tures to see. When my children want 
to learn about creatures, they start col- 
lecting them. They start a museum or 
a zoo. It has to have no snake depart- 
ment if I’m going to do anything about 
it, for I won't have anything to do 
with them. I won't pick up the slip- 
pery things—so I can’t help with them 

but, you can go ahead and study 
them if you wish. I won’t stop you 
unless you come my way with them. 
So, I can’t help in this department 
of snakes unless they bring them to 
me well shut up in a jar. I have to 
do with what I can. So it seems to 
me that we have to set the habitat with 
what is there, and then turn the young- 
sters loose for a little while. 

When any new youngster comes to 
our place, we turn him loose and let 
him look around. We always try to 
see his first selection of friends. We 
ask him who he would like to have 
show him around, and at the same time 
ask the other children who would like 
to show the newcomer around. The 
choice is almost never the one that I 
would like to make. Often we find out 
later it was the right choice. 

A little girl from a concentration 
camp chose a boy with childhood schizo- 
phrenia, who was just getting back 
the language facility. This was all 
right, because the new girl only knew 
six English words. They got along fine, 
they just didn’t use any words. He just 
indicated that he would show her 
around, and they became very good 
friends. Perhaps it is because misery 
wants company—I don’t know. I sure- 
ly would not have chosen the youngster 
who did not have any language. Inci- 
dentally, the boy started using language 
shortly after the beginning of this 
association. 

All of these things constitute habitat, 
as I see it. The person must feel at 
home. Old or young, the human crea- 
ture will be at home when he is think- 
ing. He can think only when there is 
something to think about. And he can 
think only when there are other people 
with whom to think. When one of us 
sits and thinks alone, we are likely to 
just sit. We need the wonderings of 
others to start us off. 

MRS. HEDMAN: I was thinking as you 
were talking that in other words, you’d 
be setting up an atmosphere in which 
one could choose how or what he want- 
ed to use or do. Now, do you run across 
people who say, “I wish that earlier 
in life there had been people who had 
me do this, or encouraged me to do 
that?” 


DR. RASEY: Yes, but when I see 
someone who wanted somebody else to 
push him, I know he’s still waiting for 
someone to push him. It’s hard to make 
him over again. He would get along 
fine in some societies, where people are 
told what to do and they do it and 
don’t resent it. But, in our society it is 
much like the example given previous- 
ly. If you are made to read certain 
things you either don’t read as much, 
or you may not read at all. If you'd 


have been made to write papers yoy 
probably wouldn’t write at all. I haye 
received far better papers from the 
pupils when I have dared to gay 
“Write what you think needs w: ting 
I'll be happy to read anything yo, 
write.” But I have never received term 
papers as long as the ones I used t 
assign. The long papers are so ofter 
poorly done, though they look tremep. 
dous at first glance. 

I've had persons pointed out to m 
about whom it has been said: I don’ 
know how this person got into grad. 
uate school. He’s practically illiterate 
He chooses what he likes to write abou 
and writes very well, but he just can’ 
be bothered when the subject doesn’ 
interest him. 


Now, there are things like violiy 
playing and piano playing which take 
a long time to learn. The learner prob. 
ably would not stay at the task with. 
out a good deal of support by someon 
outside. Some people are supported 
wholly by encouragement from other 
people. Some people from the ver 
beginning have been pushed and the 
can’t do anything without having some. 
one tell them to do it. When they don't 
reach their goals, they curse their fam- 
ilies because they didn’t push then 
It seems to me that the individual has 
to take some of his own responsibil- 
ity. Of course, when long-term skills 
are involved, you can hardly expect 
a child’s purpose or his attention spar 
to persist without support. I must ex- 
pect to furnish the steam and the kind 
of support that would let him go along 
with it. But, again this is artistry 

Recently I had to stop for a light ir 
front of the Masonic Temple. A womar 
came up with a very determined grij 
on a boy of about nine years of age 
who was carrying a violin 
looked at a poster and I mentioned 
the great violinist from whose concert 
they had just come. The mother 
glowed and said, “Oh, son, doesn’t that 
just make you want to go home an 
practice?” “No,” the son said, “He's 
just too good.” This was just too ap- 
palling—-he might better have hea! 
someone from school play. If the per- 
son were just three or four degrees 
ahead of him, he might have som 
closer approach to this. You could se 
that perhaps the problem here was the 
mother, not the child. Sometimes we 
do have to do some pressuring, but ws 
have to recognize it as such. When 
somebody pushes your car because the 
battery is weak, it’s not much of a ca! 
until it goes under its own power 

MISS JOHNSTON: In our group we 
were talking about the non-profession- 
al worker in the hospital. We wer 
saying that they need support, and that 
the people we are teaching need sup- 
port. We wonder if there is not son 
misunderstanding about the suppor 
they need—whether they need sonic 
one behind them, of if they need son 
one alongside of them. 

DR. RASEY: I wonder if the real prob- 
lem doesn’t lie in the skill of the teach 
er to find out when each person has 
had enough support. Take the murs 
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It has some roots in June. Then 
ets with strong winds out in the 
h. By July its roots are gone and 
feeding off the milkweed. When 
he frost comes and the green leaves 
jie, we see the gold thread all tangled 
ith the plants. 
I have been fooled in teaching 
sometimes, when I have let students 
ean too long. They didn’t have any 
inder them, and it was painful for 
to acquire a standing on their 
eet. Several factors enter in. If 
d has grown up in an autocratic 
of home, where it isn’t sensible 
other than what you were told 
this person needs a great deal 
ff support as an adult. He needs much 
p. You may even have to be quite 
frank about it. He may have to work 
quite consciously. You may have 
to say to him, “Look here, you do nice 
work, but I would rather do it myself 
than have to stand behind you and hold 
uu up. You aren’t going to be of much 
ise to this job until you can hold your- 
self up.” This is a place where I am 
sure we err quite often and quite 
I would rather err in the direction 
too much help than too little, be- 
4use you can withdraw help. If you 
give too little and the person peters 
ut and removes himself from the situ- 
tion, then he is lost. If I find out that 
he is too dependent, I can withdraw, or 
I can talk about it and perhaps help 
1 other ways. 
Can the group method be used in ele- 
ientary schools or do the learners 
lave to be more mature? 
How far down the age scale are 
group methods applicable? As far down 
s I have ever seen children work in 
groups. In my observation, nursery 
school children like to see other chil- 
lren around, but they don’t do much 
roup play. In kindergarten you find 
little. By first grade they are be- 
ginning to form cliques and go into 
small groups. Think in relation to their 
ittention span, their basic experience, 
nd their social skills, and don’t try 
group work beyond those powers. If 
are going to bring up your son 
be a weight lifter, his first weight 
von't be the one he will lift in the 
mtest. You will give him the one that 
ill build his muscles. 
Group work can go on wherever 
there are people, but we don’t try to 
ive little folks go through a group 
roject that continues for two or three 
lay We are lucky if we can get 
group to go well for fifteen or twenty 
inutes, and then it may need a little 
shot in the arm to carry it over another 
period. There is no use in hav- 
ng any group work unless we have 
hievement and satisfaction. Without 
yur general trend is “Never again.” 
I've seen children who were too 
g to read discussing whether it 
safe to play in a place the teach- 
ad told them to stay away from. 
hildren obviously wanted to know 
I think that children always want 
‘o know why. I think, too, they have 
‘right to know why. I think that it 
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is a sign of growth if, when they are 
told they cannot do something, they 
ask why. It seems to me that it is a 
part of our proper inheritance. If it is 
worth a child’s learning to do some- 
thing, then it is his democratic right 
to know. 

If it comes to organizing group work 
from scratch, I would rather take any 
group than grown-ups. Youngsters 
aren’t as self-conscious, as unwilling 
to experiment. They don’t have such 
Emily Post ways of behaving when 
they don’t mean a word of it. It is 
much easier to get cooperation from 
these younger age groups. So, the ques- 
tion is not so much how young can 
you have them, as how old can you 
have them, put up with the handicaps, 
and still work with them? Group meth- 
od is one of those abstractions that 
mean many things. 

With younger children the teacher 
expects to have some of the responsi- 
bility. We might use a table to set up 
a demonstration about how our fore- 
fathers went to church and arranged 
all of the Thanksgiving celebration. 
The teacher says, “What do you sup- 
pose we should have?” The fellow over 
here says, ‘““We have to have a church, 
‘cause that’s where they went.” Church 
is made out of logs. Where are you go- 
ing to get logs? Consternation for a 
while. But on this table there will be 
play logs, and they don’t have to be 
very big. Consternation again. ‘‘My 
Dad trimmed our trees, and I don’t 
think they picked up the trimmings 
from the alley yet. If somebody could 
go with me who has a knife, ’cause I 
lost mine, we could cut the logs from 
the trimmings my Dad cut off—if we 
knew how long to cut them.” Before 
you know it, you have a committee, 
armed with a knife. There is some con- 
jecture about how long we want the 
pieces, as the group begins to work 
on the logs. 

Once in a while, of course, with chil- 
dren, this gets very funny places. A 
child was transferred from one school 
to another while they were studying 
geography. She came into a _ school 
where the teacher was concerned with 
book knowledge about Asia. The child 
had come from an activities school. 
The teacher asked her about the loca- 
tion of some city in Asia. The girl said, 
“I don’t know about cities—I had ele- 
phants.” The teacher thought, “Well, I 
won't embarrass her.” 

Pretty soon she tried her again. 
“Could you tell about the largest range 
of mountains in Asia?” “I had ele- 
phants.”” “Well, what did you do when 
you had elephants?” It turned out in 
studying Asia, her previous group had 
been having a Frank Buck “Bring ’Em 
Back Alive” study. They had learned 
a great deal about the nature of the 
country, and she was chairman of the 
elephant committee. If she had stayed 
long enough, she would have produced 
an essay, or a booklet or something, 
which would have had a great deal of 
information for everybody about ele- 
phants. Now the sixth grade elephant 
specialist was out of a job. The teach- 


er to whom she had come was a little 
bit irritated. This kind of a thing will 
happen sometimes, but so what? The 
youngster had had experience with in- 
vestigation. If this teacher never has 
a “Bring ’Em Back Alive” activity, this 
youngster will settle into other ways to 
find success. She will learn about leop- 
ards and lions, but in a more dead and 
less interesting way. 

Whenever there is information to be 
sought, and it isn’t necessary for the 
one person to do all of the seeking, 
group work is profitable. There are a 
great many things, I believe, that do 
not lend themselves to group activity. 
We don’t have to use a new tool for 
everything. A hammer is a very good 
tool to have in a carpenter’s kit, but 
it isn’t of much use in cutting boards 
in two. We need another tool for that. 
So, in our profession, we need many 
tools. 

It seems to me that group activity 
has an advantage in a democracy over 
any other single method, in that it calls 
for consideration of the opinions of 
other people. You must be able to 
listen to things with which you don’t 
agree, maintain your own opinion, per- 
haps silently or perhaps volubly. You 
must fuse your findings with those of 
others, make a plan and carry it out. 
This differs greatly from the self- 
acquisitive method of getting facts and 
simply giving them back to the teach- 
er. I would rather have a child learn 
the satisfaction of sharing labor and 
helping somebody, than almost any- 
thing else he will learn. He will have 
more of it to do than any other occu- 
pation. 

MRS. SNOBERGER: When a_ student 
comes into a school of nursing, usually 
she is filled with a lot of vivacious 
idealism. She often loses this in the 
first year. Why is this so? Do we make 
it too mechanical? What can we do to 
help her keep this idealism? 

DR. RASEY: What happens to ideal- 
ism? I wish somebody would write 
three words on the board for me. This 
is the trinity of creation. Let’s write 
IDEAL first and put a line between the 
A and the L. Then write REAL with a 
line between the A and the L, and AC- 
TUAL with a line between the A and L. 
There isn’t anything real or actual that 
didn’t begin as an idea. 

An idea has formlessness. It’s more 
or less chaotic stuff that is caught in a 
new arrangement. In this state it is 
described as an ideal. Where does an 
ideal go? Why it disappears, of course, 
when you try to make a reality of it. 
Its formlessness goes— it takes on form 
and becomes real. It’s written, it’s 
drawn, it’s manufactured or whatever. 
But, it doesn’t have much meaning un- 
til it is transformed into action, and 
has been acted upon. Then it becomes 
actual. It seems to me that once people 
see how these three things are related, 
they won't go around calling names, and 
saying, “Oh, he’s an idealist.”’ This is 
at once the greatest compliment and 
the greatest condemnation, according 
to the way you pronounce it. 

We used to have a dean who would 
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greet any new plan by saying, “Now, 
let’s be realistic.”” What he meant was, 
“Don’t let that idea take shape. Ill 
have to live with it.” He hated to live 
with new shapes worse than anybody 
I've ever seen. He was afraid of new 
ideas. But you don’t have to be afraid 
of reality. All you have to do is to try 
to act on it—-to make it work. If you 
can act on it, and make it work, then 
you are in a position to pass on whether 
or not it is any good. 

Isn't it the case that when you get 
young nurses, they are idealistic? They 
came in to smooth pillows, just like 
many of our teachers come in to be 
with the dear little children who always 
have their hair nicely combed and no 
runny noses. Then they meet them with 
uncombed hair and runny noses, and a 
few full of fleas, and you have to de- 
flea them. Some of the idealism then 
changes into reality. For some the 


reality is very disgusting. They can’t 
seem to face it. 

Is this not the reason that our adoles- 
cents, the world over, have answers, 
answers, answers, on the idealist level. 
As Archibald MacLeish has pointed 
out: they don’t know any of the ques- 
tions. I think that it is wonderful that 
these adolescents have these idealistic 
answers. It gives them something to 
shoot for, but we have to watch our- 
selves, as mature people, that we don’t 
slap these youngsters down. 

Do you remember how much you 
knew when you graduated from high 
school? Wouldn't you like to know that 
much again for just about fifteen min- 
utes ? I would. The awful peace of know- 
ing all of the answers, without a blessed 
question to cramp your style. It seems 
to me, that you and I must learn to 
withhold our hands so that we don’t go 


around slapping down the ide 
youngster. Life has done this to 
us, done it too hard to most of u 
this is the way life goes. 

I doubt if any of you have ha 
ideals turn into realities and 
ities without effort and pain. It « 
happen very often to many of us, an 
when it does, I think it is often in are, 
where it really isn’t too important. 
the young person is idealistic, « 
know all of the difficulties involved 
that is good. If any one of us haj 
known how little we knew at the agp 
of eighteen, we would have hunted fo 
a little corner in which to lie down anj 
die. But we learned gradually wha 
we didn’t know. Many don’t. But we 
are made of tougher stuff, and so we 
survived. 


esn't 
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Cross disaster staff joined hundreds 
of local volunteers to provide food, 
clothing, shelter, medical and nursing 
care to the stricken families. With 
49,000 enrolled Red Cross nurses 
standing by, it is possible to make 
immediate assignments in case of dis- 
aster. This year, in major disaster 
operations alone, 810 nurse assign- 
ments were made. The nurses spent 
a total of 3,189 days giving service 
to disaster victims. 


Nursing Survey: The median annual 
salary for faculty members in schools 
of nursing in 1956 was $4,140, ac- 
cording to the 1957 edition of Facts 
About Nursing, published recently 


by the American Nurses’ Associa- 
tion. It was found that annual sal- 
aries increase with the amount of 
education. Teachers with R.N.’s, but 
no degrees, earned a median salary 
of $3,600, while those with master’s 
or doctor’s degrees earned $4,740. 
The level of academic preparation is 
considerably higher in collegiate 
schools of nursing than in hospital 
schools. Facts reports that 97.5 per 
cent of collegiate faculty members 
hold academic degrees, while only 75 
per cent in hospital schools have ob- 
tained degrees. Fifty-nine per cent 
of the collegiate faculty hold mas- 
ter’s or doctor’s degrees as compared 
to 17 per cent in hospital schools. 
Facts also reveals that 14 per cent 
of all full-time professional nursing 
positions in non-federal general hos- 
pitals were unfilled last year. Each 
institution averaged 7.5 full-time va- 
cancies with the highest rate re- 
ported in state or local government 
hospitals and in hospitals in the Mid- 
dle Atlantic states. Latest estimates 
of the number of practicing nurses 
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show 259 employed professional 
nurses per 100,000 population. An ad- 
ditional 70,000 are needed to achieve 
the reasonable goal of 300 per 100,000 
population. The largest number of 
students—46,498—to enter basic pro- 
fessional training in the last decade 
was admitted in 1955. Statistics 
show, however, that about one-third 
of the students withdraw from the 
nursing program before graduation. 


NLN Endorsement: After a thorough, 
impartial resurvey of the nursing 
school facilities at Philadelphia Gen- 
eral Hospital, the National League 
for Nursing has endorsed the 73- 
year-old municipally-operated school. 
With this approval, the school re- 
tains its status as one of the six pro- 
fessional nursing schools in the city 
fully accredited by the NLN. 


Advanced Training Grants: Approxi- 
mately 800 graduate nurses will re- 
ceive advanced training this year 
through a federal Public Health 
Service program designed to help 
overcome the shortage of nurses 
qualified for teaching and adminis- 
trative positions. Grants totaling 
three million dollars have been made 
to 60 schools of nursing and public 
health throughout the country. These 
institutions will in turn award 
traineeships to qualified nurses in- 
terested in teaching positions in 
school of nursing, or in supervisory 
and administrative posts in hospital 
nursing services and public health 
agencies. 


Asian Influenza 
(continued from page 8) 
be injected. 


The question arises to what ex- 
tent shall it be used. If the influ- 


enza continues as mild as it has been 
the vaccine should be reserved for in. 
dividuals who are closely aggre 
gated. Those in essential services 
should be protected first. It would 
include, for example, men in militar 
service, policemen, firemen, doctors 
nurses, transportation men, tele 
phone operators, elevator operators 
The industries will have to decid 
who the essential workers are. Th 
main purpose of the vaccine is t 
prevent absenteeism, so that gov- 
ernment and industry can continu 
to function. The vaccine should not 
be given to children; first, becaus: 
they are not essential workers ani 
secondly, because they may suffer 
severe reactions. Of course, if the 
influenza should become more s¢- 
vere than at present, the base of 
immunization would have to be wid: 
ened. That eventuality is not ex 
pected. 


One other point should be kept in 
mind. Since the duration of immur- 
ity is short, the injections should b 
delayed until there is evidence that 
an epidemic is approaching. Other 
wise the immunity may have wort 
off by the time the epidemic has or- 
curred. Immunity reaches a height 
about nine to ten days after injec: 
tion, maintains a high level for 4 
month and then rapidly tapers of 
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The Best Tasting Aspirin you can recommend. 


> of Infir 


The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (1% grs. each). 


THE BAYER COMPANY DIVISION of Sterling Drug tr 1450 Broadway, New York 18, N. ¥ 
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CLASSIFIED ADVERTISEMENTS 








CLASSIFIED 
ADVERTISING 


20 cents per word, minimum charge $6.00. 
Capitals, or bold face, $2 per line extra. 
Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preced- 
ing publication date. Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompanied by instructions to the 
contrary. The publishers reserve the right 
to refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, Nursing World, 41 East 42nd St., New 
York 17, N. Y. 











WANTED: Following copies of Nursing World: 
February, 1953; February, 1954. Will pay 50 
cents per copy to complete volumes for 
binding. (Signed) Librarian, Emanuel Hospi.al 
School of Nursing, Portland, Oregon. 


SUPERVISOR—MEDICAL NURSING 
300-bed general hospital with 150-student 
School of Nursing. Expansion program in 
progress. Applicants should be in excellent 
health, between approximate ages of 26-45 
and of Protestant faith. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of the Midwest's foremost 
institutions, centrally located in city and con- 
venient to outstanding residential and shop- 
ping facilities. Contact: Personnel Director, 
Milwaukee Hospital, 2200 West Kilbourn Ave- 
nue, Milwaukee 3, Wisconsin. 


DIRECTOR—NURSING SERVICE 
AND EDUCATION 

300-bed general hospital, with 150-student 
School of Nursing, and expansion program 
in progress, needs Director of Nursing to 
be responsible for Nursing Service and School 
of Nursing. Applicants should be in excellent 
health, between approximate ages of 35-45 
and of Protestant faith. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of Midwest's foremost in- 
stitutions, centrally located in city and con- 
venient to outstanding residential and shop 
ping facilities. Contact: Personnel Director, 
Milwaukee Hospital, 2200 West Kilbourn Ave- 
nue, Milwaukee 3, Wisconsin. 


WANTED: Assistant to the Director, newly 
established and expanding School of Practical 
Nursing. Small classes, some teaching re- 
sponsibility, B.S degree required. Salary 
$360.00 to $525.00 per month. Maintenance 
available, $38.00 per month. Apply Director, 
Practical Nurse School, Drawer 100, Dixon, 
Illinois 


VACANCIES for graduate nurses and prac- 
tical nurses in the emergency room, operat- 
ing room, and recovery rooms; also on staff 
duty. Apply to Directress of Nurses, St. Mary's 
Hospital, West Palm Beach, Florida 


DOCTORS AND NURSES——For a rea) .est in the 
shade of orange trees, come to the Old Home- 
stead working ranch in Phoenix, Ariz. Mar- 
garet Weiler, R.N., Route 5, Box 700 


PRACTICAL NURSES—University of Colorado 
Medical Center Hospitals. Must be graduate 
of approved school. Beginning salary $222.00 
Merit increases may be granted at 6 mos. to 
$232, and annually through the 4th year, to 
$278; also at 7th and 10th years. Maximum 
salary $305. 75¢ differential paid for each 
evening or night worked. 40 hour week; 8 
holidays; 16 days vacation after one year; 
12 days sick leave per year accumulative to 
90 working days. Retirement plan. Room in 
Residence Hall if desired. For further infor- 
mation address Director of Nursing Services, 
4200 East 9th Ave., Denver 20, Colorado. 
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American Nurses’ Association 
PROFESSIONAL COUNSELING 
AND PLACEMENT SERVICE 


Job Opportunities 
Permanent Record 
Counseling Service 
Write to your State Nurses’ Association or 
ANA PC&PS, 37 So. Wabash Ave. 
Chicago 3, Ill. 


Use PC&PS 


WORK OVERSEAS OR RETIRE IN MEXICO: 
Many companies need qualified nurses in 
their overseas hospitals. Our booklet tells how 
and where to apply. Want to retire in luxury 
on a very small income? Our second booklet 
shows you how and where in beautiful Mexico. 
Total price both booklets only $1. Limited 
offer. Satisfaction guaranteed. Publisher Rathe, 
P.O. Box 2013, Sta. D., Pasadena, Calif. 


REGISTERED NURSES: For staff duty in all 
departments; 674-bed general hospital lo- 
cated in industrial city (500,000 population). 
Liberal personnel policies; 40-hour work week. 
For further information, please apply to Di- 
rector of Nursing, Miami Valley Hospital, 
Dayton 9, Ohio 

MEDICAL-SURGICAL CLINICAL INSTRUCTOR— 
528-bed hospital in the Philadelphia area. 
Diploma program with 90 students. Respon- 
sible for both formal and clinical teaching. 
B.S. degree and experience in teaching de- 
sirable. Liberal personnel policies. Democratic 
faculty organization. Opportunity to pursue 
additional University work. Box N 19, c/o 
Nursing World, 41 E. 42nd St., New York 17, 
N. Y. 


GRADUATE STAFF NURSES—For full and part 
time positions—147 bed hospital, with school 
of nursing, situated 100 miles from New 
York. Beginning salary ranging from $265- 
$270 to $300, evening duty bonus $20, night 
duty bonus $30, operating room call bonus 
$15, paid vacation and sick leave, full main- 
tenance available. Apply Director of Nursing, 
Southampton Hospital, Southampton, New 
York. 





IMPERIAL POCKET PAL—-by Lee De Leon. That 
indispensable kit. Holds glasses, pen, comb, 
money, etc. THE PERFECT GIFT for man or 
woman—pocket or purse! Made of chic white 
simulated “African Ostrich" or rich brown 
“Miami Lizard”. Price $1.25 each. $9.50 per 
dozen postpaid. “IMPERIAL”, 8718 Ashcroft 
Avenue, Hollywood 48, California. 
DO YOU WANT TO WRITE 
for the Nursing Profession 
EDITORIAL ASSISTANCE 
is now being offered by an experienced editor 
and writer. Diagnosis and consultation will 
be given on any articles or manuscripts which 
you are preparing for publication. Fee is 
based on service given. For further informa- 
tion, write to: Mrs. Deborah MacLurg Jensen, 
R.N., M.A., 530 North Union, St. Louis 8, 


NEW CAR EMBLEMS available for Registered 
Nurse, Practical Nurse, Public Health, or 
Medical Technician, attractive aluminum rust- 
proof, easily attached emblems $1.98. Also 
lapel pin $1.50; cuff links $2.98. All gold 
finished, lacquered. Money Back Guarantee. 
Stadri Company, Dept. N. W. 11, 6th Avenue, 
Whitestone, N.Y. 


WANTED: Operating Room Supervisor; Pedia- 
tric Teaching Supervisor; Clinical Instructor 
Medical and Surgical Nursing; Obstetrical 
Supervisor. Apply to Directress of Nurses, St. 
Mary’s Hospital, West Palm Beach, Florida. 


REGISTERED NURSES: Beginning salaries for 
rotating staff nurses $290.00 per month. 
Permanent evening or nights and Operating 
Room Nurses, $304.00 per month. Air-condi- 
tioned Teaching Hospital in resort town. 
Swimming, boating, fishing. One hour from 
large city. Opportunity for advanced study 
leading to B.S. and M.S. degrees. Write Di- 
rector, Nursing Service, University of Texas, 
Medical Branch, Galveston, Texas. 


— 


NEW YORK UNIVERSITY offers to rezgistere: 
nurses who meet admission requirements 

the Department of Nurse Education, Sch; 

of Education, a one-year’s Internship in Onco. 
logical Nursing. Earn university credits 
ward a degree and a staff nurse salary whi; 
learning the newest trends and practices fo; 
care of patients with cancer and allied dj. 
eases. Experiences include cancer research 
chemotherapy, medicine, surgery, radiatj 
therapy and team nursing. Classes are a 
mitted in the fall and spring semesters. P\, 
now to join the grou, beginning on Februar 
3, 1958. This dynamic internship is offere 
in cooperation with James Ewing Hospita 
Department of Hospitals, Memorial Center 
Good personnel policies and living facilitic« 
For further information write to Norma ? 
Owens, Assistant Director, Internship in 0 
cological Nursing, Department of Nurse Edy 
cation, School of Education, New York Un 
versity, Washington Square, New York 3, N\ 


MALE graduate practical nurse, also graduat 
in physiotherapy, 30, white, no bad habit 
desires position in nursing home in Alabama 
Missouri, Tennessee, Illinois, Indiana, or Vir 
ginia. Excellent reference from doctor. De 
sire room, meals, laundry, and reasonab| 
salary. John Samuel Barks, Route 4, Box 5 
Dalton, Georgia. 


OPERATING ROOM SUPERVISOR: 200-bed hos- 
pital, 40-hour week. Salary commensurat 
with experience and qualifications. Apply t 


Directress of Nurses, St. Mary's Hospital, West 
Palm Beach, Florida. 


STAFF NURSES: 200-bed hospital, 40-hour 
week. Vacancies for graduate and practica 
nurses for Operating Room, Recovery Roor 
Obstetrics, Emergency Room, Delivery Room 
Medical and Surgical Nursing. Apply to Direc 
tress of Nurses, St. Mary's Hospital, West Pal 
Beach, Florida. 


CLINICAL INSTRUCTOR in medical nursing 
Degree preferred. New 300-bed hospital. Af 
filiated with Upsala College. Teaching of stu 
dents shared with three other instructors 
40-hour week, 28 days vacation, 8 paid hol 
days. Position available immediately. Appl) 
Director of Nurses, Clara Maass Memorial Hos- 
pital, Belleville, New Jersey. 

REGISTERED NURSES needed for well equippec 
operating rooms at Edward John Noble Hos 
pital of Gouverneur, New York. Good pay 
congenial working conditions. Apply Hele: 
McCann, R.N. or phone Gouverneur 950 collect 


NURSES! Enjoy FLORIDA LIVING at its best 
in beautiful Miami. We invite you to join our 
staff in this progressive 1000-bed medica 
center affiliated with the University of Miam 
Liberal personnel policies, 40 hour week, fre 
uniform laundry, evening and night diffe 
ential. Starting: R.N.—$270. L.P.N 222 
Write to Director of Nurses, Jackson Memoria 
Hospital, Miami, Florida. 





REGISTERED NURSE for new 35-bed hos 
in agricultural valley located 80 miles from 
Reno. Starting salary $300 per month, 5 da) 
week, 3 meals a day, laundry of uniforms 
rooms available for $30 per month, hospita 
ization policy paid by hospital and Retirement 
plan. Two weeks paid vacation, 10 days sic 
leave, 6 paid holidays. Contact: Administra 
trix, Lyon Health Center, Yerington, Nev 





OPERATING ROOM SUPERVISOR: For 
JCAH fully approved hospital. Also 
teaching in collegiate nursing program. 
sire a mature person who is interested 
settling in a small college community 
tact Administrator, Berea College Hospite 
Inc., Berea, Ky. 


WANTED: Clinical Instructor, expanding 
tical Nurse School. Some opportunit 
classroom teaching. Starting salary 4 
on qualifications. Range: $360.00 to 

per month. Maintenance available, $38 
month. Apply Director, Practical Nurse § 
Drawer 100, Dixon Illinois. 
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Index to Volume 131, Numbers 1-10, January-December, 1957 


he material in this index is arranged in alphabetical order, under subjects and authors. Department heads are listed, to- 
gether with specific items treated in the Book Shelf and Advances and Trends in Drug Therapy departments. From Jan- 
through December, the pages are numbered separately for each issue. 


American Association of Industrial Nurses 


Air Force Nurse Corps 


American Nurses’ Association 


American Red Cross 


International Council of Nurses 


Licensed Practical Nurse 
National 
Education 


NAPNE 


Association for Practical 


The following abbreviations are usea: 


NFLPN 


NLN 
NNC 
RN 
SLN 
SNA 
WHO 


Nurse 


National Federation of Licensed Practical 
Nurses 

National League for Nursing 

Navy Nurse Corps 

Registered Nurse 

State League for Nursing 

State Nurses’ Association 

World Health Organization 
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Abrahamer, Cecilia T., R. N., 

and Salsman, Lillian V., R.N. 

A Decade of Inservice Edu- 

cation in the New York State 

Department of Mental 

Hygiene 

Accidents: 

How the Industrial Nurse 
Contributes to Accident 
Prevention 

Admission Procedures: 

The Nursing Service and 

Cardiac Admissions (Feb.) 10 
American Red Cross Nursing: 

An ARC in a Refugee Camp 

for Hungarians (June) 16 
Antibiotics: 

The Role of 

Today 
Attitudes: 

Are Nurses Interested in 

Nursing ? 


(Mar.) 7 


(Feb.) 28 


Antibiotics 
(Apr.) 28 


(June) 9 
B 
Beardsley, J. Murray, M.D., 
and Carvisiglia, 
Florence F., R.N. 
A Special Care Ward for 
Surgical Patients (Mar.) 11 
Books Reviewed: 
A Manual of the Common 
Contagious Diseases 
Chronic Illness in the 
United States 
Chronic Illness—Today’s 
Major Health Problem a 
Challenge to Every 
Community 
Congenital Malformations 
and Birth Injuries—A 
Handbook on Nursing 
Foundations of Human Be- 
havior: Dynamic Psychology 
in Nursing, The (Feb.) 
Fundamentals of Nursing 
The Humanities and the 
Sciences in Nursing 
Human Anatomy and 
Physiology 
Microbiology for Nurses (May) 
Neurological Nursing (Apr.) 
Nurse-Patient Relationships 
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Maternity Service 
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Principles and 


(May) 32 
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(June) 


(Feb.) 


(Apr.) 


(Apr.) 


(Apr.) 
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Practice 

Practical Nurse and 
Her Patient, The 

Psychology of Human 
Behavior for Nurses 

Recovery Room—- Immediate 
Postoperative 
Management, The 

Services for Children 
With Vision and Eye 
Problems—A Guide for 
Public Health 
Personnel 

Textbook of the 
Principles and 
Practice of Nursing 

Today’s Industrial Nurse 
and Her Job 

When Your Child Is Ill 

Yearbook of Modern 
Nursing 1956— 

A Source Book of 
Nursing, The 
Brunner, Lillian Shaltis, R.N. 

Student Experience in the 

Operating Room 
Burns: 

Nursing Care of Massive 

3urns 
Cc 
Cancer Nursing: 

The Practical Nurse and 

Her Cancer Patient 
Candland, Louise, R.N. 

How the Industrial Nurse 
Contributes to Accident 
Prevention 

Cardiovascular Diseases: 

Coronary Occlusion With 
Myocardial Infarction 

The Heart ... Vital Organ, 
Vital Problem 

Carvisiglia, Florence F., R.N., 

and Beardsley, J. Murray, M.D. 
A Special Care Ward for 
Surgical Patients 

Communications: 

Communicating With the 

Nursing Staff 
Part I: Understanding 

Ourselves 
Part Il: Communicating 
With Our 
Colleagues 

Effective Reporting in 

Compensation Cases 
Community Project: 
Practical Nurses of Orlando 


(July) ; 
(May) 


(July) 


(Jan.) 


(June) 


(Jan.) 


(Mar.) 
(July) 


(Jan.) 21 


(May) 8 


(July) 9 


(May) 


(Feb.) 


(Feb.) 


(Feb.) 


(Mar.) 


(Sept.-Oct.) 


(Nov.-Dec.) 


(June) 


Give Special Service to Their 
Community (Sept.-Oct.) 27 
Conventions: 
Eleventh Quadrennial 
Congress of the ICN 
News of Interest to P.N.’s 
form the NLN 
Convention 
Cooper, Signe S., R.N. 
Are Nurses Interested 
in Nursing? 
Crawford, Annie Laurie, R.N., 
Hahn, Ruth G., R.N., 
and Dorothy, Sister Mary, R.N. 
A Modified Practical Nurse 
Program for Psychiatric 
Aides in Minnesota (June) 25 
Crews, E. R., M.D., and 
Brown, Sadie, R. N. 
Nursing Care of Massive 
Burns 


(Aug.) 17 


(Aug.) 20 






(June) 9 


(July) 9 
D 
Departments: 

Book Shelf, The—(Jan.) 21, 
21, (Mar.) 21, (Apr.) 23, 
32, (June) 33, (July) 28 

Directory, Practical 
Nursing (Jan.) 26, (July) 30 

Drug Therapy, Advances and Trends 
In A Review of the Problem of 
Obesity (Jan.) 17, Chemical Medi- 
ators in the Transmission of Nerve 
Impulses (Feb.) 17, A Review of 
Parasympathomimetic Drugs 
(Mar.) 17, Tranquilization — Ad- 
vent of a New Era in Psychophar- 
macology (Apr.) 19, Basic Princi- 
ples in the Treatment of Burns 
(May) 21, Principles in the Treat- 
ment of Burns (June) 19, The 
Treatment of Leprosy (July) 17, 
Chronic Alcoholism (Aug.) 21, The 
Treatment of Chronic Alcoholism 
(Sept.-Oct.) 23, Schizophrenia in 
Childhood (Nov.-Dec.) 17 

Drugs: 

Acetylcholine 

Amithiozine 

Amphetamine 

Bethanechol 

Carbachol 

Chaulmoogra Oil 

Chloral Hydrate 

Chlorpromazine 

(Apr.) 21, (Nov.-Dec.) 
(July) 
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Dexamyl 
Diisopropylfluorophosphate 


(Mar.) 
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Dimenhydrinate 
Diphenydramine 


Hydrochloride (Nov.-Dec.) 19 
Diphenylhydantoin (Nov.-Dec.) 20 
Emetine 

Hydrochloride (Sept.-Oct.) 25 
Ethyl Alcohol (Aug.) 23 
Frenquel (Apr.) 21 
Mephenesin (Apr.) 22 
Methacoline (Feb.) 20 
Methyl Alcohol (Aug.) 23 
Neo-Polycin Ointment (June) 22 
Neostigmine (Mar.) 20 
Nicotinic Acid (Aug.) 24 
Paraldehyde (Sept.-Oct.) 25 
Phisohex (May) 24 
Physostigmine (Mar.) 20 
Picric Acid (May) 23 
Promizole (July) 20 
Reserpine (Apr.) 22 
Sucaryl (Jan.) 19 
Tetanus Toxoid (June) 22 
Tetraethylpyrophosphate (Mar.) 19 
Tetraethylthiuram 

Disulfide (Sept.-Oct.) 26 
Thiamine (Aug.) 24 
Thyroid (Jan.) 20 
Tryptar (May) 23 


Vaseline Sterile Petrolatum 

Gauze (May) 24 
Vitamin C (June) 21 
Vi-Protinal Powder (June) 21 
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Let’s Talk It Over 
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Diabetes 
That Universal Ailment, 
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Disaster Nursing: 
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Crawford, Annie Laurie, R.N., 
and Hahn, Ruth G., R.N. 
A Modified Practical Nurse 
Program for Psychiatric 
Aides in Minnesota (June) 25 
Drath, Lt. Colonel Francis S. 
The Nurse and the Draft (June) 10 
Drummond, Eleanor E., R.N., 
and Young, Rosa M., R.N. 
A Total Education Program 
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The White Cross of St. 
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Education: 
A Decade of Inservice Education 
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in the New York State 
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A Total Education Program 
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Dynamics of Teaching 
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Field Instruction in Graduate 


Nursing Programs (July) 7 
Good Teachers Are Made 

Not Born (Jan.) 7 
How Shall We Prepare the 
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Purpose (Apr.) 24 
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Fields, Elmore M., M.D. 
Treatment of Metabolic 
Insufficiency and 
Hypothyroidism in 
Children 
Fisher, Regina, R.N. 


(Sept.-Oct.) 22 


Study Aids for Nurses (Jan.) 14 
Foreign Nursing: 
The White Cross of St. 
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Nursing Training in 
British Colonies (July) 14 
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Personnel Relationships Affect 
Nursing Care (June) 30 
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Good Teachers Are Made 
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Asian Influenza 
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Nursing Training in 
British Colonies 


(Jan.) 7 


(Nov.-Dec.) 7 
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Influenza: 
Asian Influenza 
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Personnel Relationships Affect 
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Nursing Care (June) 30 
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Lester, Mary R., R.N. 
Public Health Nursing 
Responsibilities in the 
Control of Typhoid Fever (Aug.) 8 
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Mannino, Sandy F., R.N. 
The Role of the Nurse in 
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Hypothyroidism 
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A Modified Practical Nurse 
Program for Psychiatric 
Aides in Minnesota 

R 
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Camp for Hungarians (June) 16 
Selective Service: 
The Nurse and the Draft 
Self-Instruction: 
Study Aids for Nurses 


(June) 10 


(Jan.) 14 





TATEMENT REQUIRED BY THE ACT OF AUG- 
ST 24, 1912, AS AMENDED BY THE ACTS OF 
MARCH 3, 1933, AND JULY 2, 1946 (Title 39, 

ted States Code, Section 233) SHOWING 
THE OWNERSHIP, MANAGEMENT, AND CIRCU- 
LATION OF Nursing World, published monthly 





‘olumbia, Mo., for October 1, 1955 
The names and addresses of the pub- 
sher, editor, managing editor, and business 


manager are: Publisher, Henry Scharf, 41 East 
i2nd Street, New York 17, N. Y.; Editor, Vir- 
ginia A. Turner, R.N., 41 East 42nd Street, 
New York 17, N. Y. 
2. The owner is: (If owned by a corpora- 
its name and address must be stated and 
also immediately thereunder the names and 
addresses of stockholders owning or holding 1 
per cent or more of total amount of stock 
ot owned by a corporation, the names and 
addresses of the individual owners must be 
given. If owned by a partnership or other un- 
rporated firm, its name and address, as 
well as that of each individual member, must 
given.) Nursing World Publications, Inc., 

11 East 42nd Street, New York 17, N. Y 
The known bondholders, mortgagees, and 
her security holders owning or holding 1 
cent or more of total amount of bonds, 
rtgages, or other securities are (If there 


4 none, so state.) None , 
1. Paragraphs 2 and 3 include, in cases 
here the stockholder or security holder ap- 


ars upon the books of the company as 
trustee or in any other fiduciary relation, the 
me of the person or corporation for whom 
h trustee is acting; also the statements 
the two paragraphs show the affiant's full 
wledge and belief as to the circumstances 
conditions under which stockholders and 
irity holders who do not appear upon the 
ks of the company as trustees hold stock 
securities in a capacity other than that 
i bona fide owner 
SAUL FENICHEL 
Business Manager 
rn to and subscribed before me, 
of September, 1957 
Martin M. Frank 
My Commission Expires March 30, 1959. 


this 17th 


DECEMBER, 1957 


Simonson, Elsea, R.N. 
We Initiated a 
Kardex System 
Sloane, Amanda, R.N. 
A Comprehensive Civil Defense 
Demonstration (Sept.-Oct.) 14 
Sticht, Verna K., R.N. 
How Shall We Prepare the 
Professional Nurse? 
Study Tour: 
R.N.’s Abroad 
Surgical Patients: 
A Special Care Ward for 
Surgical Patients 
T 
Tucker, Hyman, M.D., and 
Martin, Gaither Lee, R.N. 
Television for Mental 
Therapy 
Turner, Virginia A., R.N. 
Eleventh Quadrennial 


(Jan.) 22 


(Feb.) 7 


(Aug.) 25 


(Mar.) 11 


(Apr.) 14 


Congress of the ICN Aug 
2.N.’s Abroad Aug 
Typhoid Fever 
Public Health Nursing 


Responsibilities in the 
Control of Typhoid 
Fever Sept.-O 
Vv 
Valinski, Thoms J., M.D 
Care of the Newborn J 
W 
Weber, Marilyn, R.N. 
The R.N. As Observer in 
Psychiatric Research (June 
Y 
Young, Rosa M., R.N., and 
Drummond, Eleanor E., R.N. 
A Total Education Program 
In a Tuberculosis 


Hospital (Apr.) 
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PREPARED ONLY BY THE CHAS. H. PHILLIPS CO. DIVISION OF STERLING DRUG INC 


oH, Chl al arta ctl La walkive 


GENUIN, 


PHILLIPS": | 


MILK OF 


MAGNESIA — 
crs) . 


¥ 
any, 
WTACID-Laxative 


PRE-EMINENCE 


In every field, pre-eminence is gained by 
consistent quality and demonstrated 
dependability over many years. Phillips’ 
Milk of Magnesia has won such a position 
as the ideal laxative and antacid. For over 
75 years it has been the overwhelming 
choice of doctor and consumer alike. 
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NEW! a remarkably useful book describing almost every type of anesthesia 


DRIPPS, ECKENHOFF AND VANDAM— 
INTRODUCTION TO ANESTHESIA 


Almost every type of anesthesia is concisely covered in these practical discussions. The day be- 
fore anesthesia, the hour before induction, the period of operation and the postoperative period 
are effectively described giving you hundreds of safe practice helps. Proper use and care of 
anesthetic equipment is outlined. 


By ROBERT D. DRIPPS, M.D., Professor and Chairman, Dept. of Anesthesiology, Schools of Medicine, University of 
Pennsylvania; Anesthetist, Hospital of the U. of P.; JAMES F. ECKENHOFF, M.D., Professor of Anesthesiology, Schools 
f Medicine, University of Pennsylvania; Anesthetist, Hospital of the U. of P.; and LEROY D. VANDAM, M.D., Clin- 
ical Professor of Anesthesia, Harvard Medical School; Surgeon, Peter Bent Brigham Hospital, Boston. _ pages, 
illustrated. $4.75 ew! 


An illustrated guide to up-to-date procedures and instruments 


ST. MARYS OPERATING ROOM TECHNIC 


This Fifth Edition briefly defines every type of operation from appendectomy to plastic sur- 
gery. It clearly describes and illustrates modern surgical technic including sutures, position of 
the patient, the drape and drain for each operation. The Appendix pictures 210 separate in- 
struments and diagrams positions of the surgical team. Order your concise guide to the oper- 





ating room now! 


From St. Marys Hospital, Rochester, Minn. 359 pages 441 illustrations. $7.50 Fifth Edition! 


Clearly explains the basic terms and concepts of medicine 


MULLER AND DAWES— 
INTRODUCTION TO MEDICAL SCIENCE 


This text provides you with a broad working background in medicine, It defines the terminol- 
ogy that will become an integral part of your daily work . . . describes the fundamentals of 
cause, control and prevention of disease ... and familiarizes you with diagnostic tests and 





treatments. A helpful glossary is included. 
By GULLI LINDH MULLER, M.D., Formerly Pathologist and Director of Clinical Laboratory, New England Hospita! 


and DOROTHY E. DAWES, R.N., M.A., Instructor in Science, Teaching Service for Schools of Nursing, Boston. 61 
pages, illustrated. $4.75 Third Edition! 


How to better understand your patients 


HAYES AND GAZAWAY— 
HUMAN RELATIONS IN NURSING 


Your patients come from all walks of life and all age groups. Before you can help them you 
Clip must understand their laws, customs and problems. This book gives you a rich appreciation 
and of the patient’s background by explaining sociological fundamentals and applying them to 
nursing. It will help you to approach the patient, win his confidence and restore his physical 


mail and emotional well-being. 


coupon By WAYLAND J. HAYES, Ph.D., Professor of Sociology, Vanderbilt University; and RENA GAZAWAY, R.N., B.S., Ph.N 
t d M.A., Assistant Professor of Nursing and Health, University of Cincinnati. 471 pages, illustrated. $4.50 
oday 


W. B. SAUNDERS COMPANY West Washington Square, Phila. 5, Pa. 





Dripps, Eckenhoff & Vandam—-Introduction to Anesthesia 
Please send me the following books St. Marys Operating Room Technic 
Muller & Dawes—-Introduction to Medical Science 


Hayes & Gazaway—-Human Relations in Nursing 
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P Oper- 
ion 
“SHARE IN A WONDERFUL 
PROFESSIONAL LIFE. 
An opportunity to practice your 
nursing specialty with a group of 
dedicated men and women 
in modern equipped Army hospitals 
as a member of the health team.” 
— 4 a 
rminol- , , d “SHARE IN A WONDERFUL 
tals of a EDUCATIONAL LIFE. Along with 
ts and 3 " <- the pride of doing an important 
job in serving your country, you 
can broaden your professional horizons 
Hospita j ' | through the advanced educational 
—., 61 - é programs—enabling you to make a 
. more distinctive contribution to nursing.” 
“SHARE IN A WONDERFUL 
SOCIAL LIFE. Along with 
the prestige of being an officer you'll 
enjoy the chance to travel, advancement 
in rank and pay, a 30-day paid vacation 
every year and fun on the Army Post! 
It's a full life and such a rewarding one.” 
‘m you 
‘ciation 
em to 
yhysic al 
mm Ee Ee ee 
3., Ph.N The Surgeon General, United States Army 
Washington 25, D. C. - 
se i resent status 
— a Attn: Personnel Division Se: Check ones P 


Please send me further information on my STUDENT: 
opportunities as an Army Nurse. ——High School 
——College 


——Nurse 








GRADUATE: 
Address ——College 


——Nurse 
City. State. 
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U. Ss. ARMY NURSE CORPS 





Only Viceroy gives you 


20000 FILTER TRAPS 
FOR THAT SMOOTHER TASTE 


AN ORDINARY FILTER 


Half as many filter traps in the 

other two largest-selling filter . = 
brands! In Viceroy, 20,000 filter “3 
traps... twice as many...for “‘ 


smoother taste! Actual photomicrograph of 
ordinary filter section. 


THE VICEROY FILTER 


These simplified drawings show 
the difference . . . show that 
Viceroy’s 20,000 filter traps are 
actually twice as many as the 


ordinary filter! Actual photomicrograph 
of Viceroy filter section. 


iS 


Twice as many filter traps as the 
other two largest-selling filter brands! 


Compare! Only Viceroy gives 
you 20,000 filter traps—twice 
as many as the other two largest- 
selling filter brands—for that 
smoother taste! 

Plus—finest-quality leaf to- 
bacco, Deep-Cured for extra 


smoothness! 
' _ i 
Get Viceroy! 20,000 filter traps, * a a i. 
, . - a F. G 
for the smoothest taste of all! ii : 4 ntl 


Look! Viceroy gives you only golden KI Nc. 
brown tobacco, Deep-Cured through G-$1Z E 


own & Williamson Tobacco Corp. 
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